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Pneumonia is the most widespread and fatal of acute 
diseases in civilized lands, and its control is one of our 
most serious problems. While during the last fifty years 
there has been a striking reduction in the mortality from 
other infections, such tuberculosis, typhoid fever, 
small-pox, and scarlet fever, that from pneumonia actually 
increased until the last few years. It is instructive to 
compare graphs of the deaths from pneumonia, pulmonary 
tuberculosis, and influenza during the last half-century. 
In 1884 the deaths from pneumonia were 1,000 per million 
living, but with the influenza epidemic of 1890-1 they 
rose to 1,409 and did not fall to 1,000 ‘again for thirty 
years. Since 1920 they have been below 1,000, except 
in 1922 and 1929, years in which influenza was prevalent. 


as 


It will also be seen that fifty years ago the mortality 
from pulmonary tuberculosis was 80 per cent. greater 
than from pneumonia, but since then there has been a 
steady fall, and from 1900 deaths from pneumonia have 
exceeded those from phthisis. 


Frequency of Lobar Pneumonia 

In most discussions on the treatment of pneumonia it 
scems to be assumed that we are mainly concerned with 
acute lobar pneumonia, but older physicians have fre- 
quently remarked that classical lobar pneumonia is now 
less frequently seen than formerly. The association of 
a rise in the mortality from pneumonia with that from 
under the heading of 


influenza at once suggests that 
pneumonia is included so-called influenzal —broncho- 


pneumonia. This of course, weli recognized during 
epidemics, but I think it is not sufficiently appreciated 
that in ordinary years a large proportion of acute primary 
pneumonias are of influenzal origin. It is not always 
easy to determine the type by clinical methods, and 
even on post-mortem examination pathologists would not 
always agree as to the kind of pneumonia present in 
a given lung. My colleague Dr. Stuart MacDonald 
kindly examined for me the post-mortem records at my 
hospital during the ten years 1925-34. Excluding all 
cases of secondary bronchopneumonia there were 246 
cases of pneumonia, and of these sixty-six were lobar 
pneumonias and 180 bronchopneumonias: 110 were in 
children under the age of 10, and all these were broncho- 
pneumonias. There remained 136 cases over the age of 
10, and of these sixty-six were lobar pneumonias and 
Of cases between the ages 


is, 


seventy bronchopneumonias. 
of 10 and 60 sixty-one were lobar pneumonias and fifty- 
five bronchopneumonias. It seems, therefore, fair to 
assume that only about half the of primary 
pneumonia in adults are true lobar pneumonia, although 
the proportion varies from year to year and doubtless 
The point is of considerable im- 


Cases 


from place to place. 
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portance in connexion with treatment, especially by 
specific methods, and also as regards prognosis. Brorcho- 


pneumonia has a far greater liability to produce per- 
manent damage to the lungs, and is responsible for the 
great amount of pulmonary fibrosis which is seen to-day. 


Old and New Remedies 

A century ago our predecessors fought pneumonia with 
the powerful weapons of bleeding, blistering, purging, 
and starvation. Patients might be bled twelve or fifteen 
times, twenty to thirty ounces of blood being taken at 
a time. Mercury was given in amounts to produce sore- 
ness of the gums and marked salivation in a few days, 
and tartar emetic was prescribed up to 30 grains a day. 
It is a great tribute to the stamina of our ancestors that 
sO many survived this heroic treatment. It was not 
until the middle of the nineteenth century that a reaction 
set in under the influence of Skoda of Vienna, whose 
methods were introduced into this country by Dr. George 
Balfour and Dr. Hughes Bennett, and the era of expectant 
treatment began. Since then various drugs have had 
their periods of popularity—quinine, veratrum, creosote, 
musk, digitalis, alcohol—but the fact remains that there 
is no drug which has a specific action or materially 
influences the progress of the disease. Apart from specific 
antibacterial methods and improvements in nursing we 
cannot say that there has been any real advance since 
the first introduction of expectant treatment. Much of 
our treatment is traditional and has no rational founda- 
tion, and the mortality, though varying from year to 
year, remains about 20 per cent. 

In the absence of a drug which has a selective action 
upon pneumococci when given in therapeutic doses various 
antiseptics have been injected intravenously, in spite of 
the manifest impossibility of obtaining a sufiicient con- 
centration of the drug to kill germs without at the same 
time injuring leucocytes and the reticulo-endothelial cells 
upon which protection really depends. Perchloride of 
mercury and mercurochrome have been recent favourites. 
The claims for the latter may be examined. It is advised 
that 10 c.cm. of a 0.5 or 1 per cent. solution be injected 
—that is, 0.05 to 0.1 gram. The volume of the blood 
is 5,000 c.cm., so that the concentration in the blood 
would be at the most 1 gram in 50,000 to 100,000 c.cm. 
But for external use the strength required to act as an 
antiseptic is from 5 to 25 per cent. Even the small doses 
injected intravenously have produced fatal nephritis and 
intestinal, ulceration. 


Value of Immunotherapy 
It must be recognized that a patient only recovers 
from pneumonia, as from any bacterial infection, by the 
provision of sufficient antibodies, and it is in some form 
of immunotherapy that our hopes must be placed. With 
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immunotherapy we have the chceice of vaccines and 
serums. Both have their appropriate places in treatment. 
Theoretical objections are often made against the use of 
vaccines in acute infections, the most important being 
the fear of producing a reaction, a phase of lowered 
immunity in a patient who is seriously ill. This is due 
to a misunderstanding of the principles involved. 
tions occur in subjects who are sensitized, whose cells 
are allergic. This state of sensitization depends upon 
the presence of specific antibodies, and if these antibodies 


Reac- 


are absent there is no sensitization, and no reaction will 
with any amount of vaccine. 
clearly seen in the case of tuberculosis: 1 c.cm. of tuber- 
culin can safely be injected into a non-tuberculous and 
therefore unsensitized infant, whereas 0.000001 c.cm. may 


occur reasonable This is 


produce a reaction in an infected and therefore sensitized 
person. 

It was unfortunate from the point of of the 
treatment of acute infections that the first experiences 
with vaccines were with patients suffering from chronic 
infections, who therefore sensitized and_ easily 
reacted. It that the variations in the 
opsonic index found after injection of a vaccine in chronic 


view 


were 


was assumed 


cases were simiuarly obtained in cases of acute infection, 


and so there was a natural hesitation to use vaccines in 
such instances. Specific antibodies are present in all 
cases of chronic infection ; therefore reactions are easily 


produced, and the initial dose of vaccine must be small 
in such conditions as chronic bronchitis, asthma, chronic 
arthritis, the later stages of septicaemia, and 
unresolved pneumonia. 
bodies are only present after a certain interval has elapsed, 
Until 
these antibodies are present the patient is unsensitized. 
It is this interval has occurred that 
gives the opportunity with an 
adequate dose of This is a general principle, 
which applies equally to other acute infections, such as 
fever, simple and 


pyelitis, 
In acute infections specific anti- 


as the process of formation is comparatively slow. 


sensitization 
intervening 


before 
of safely 
vaccine. 
cerebro-spinal erysipelas, influenza, 
acute septic infections. 

In pneumonia the curve of intoxication rises rapidly 
and then remains at a high level. 
at first absent, but begin to appear about the fourth or 
fifth day ; the curve rises slowly at first, then rapidly, 
reaches the curve of toxaemia about the seventh day, 
The: problem 
is to hasten the production of antibodies so that the 
when the of 
These antibodies, however, are 


Specific antibodies are 


and in a favourable case a crisis will occur. 


rise takes piace earlier at a time curve 
toxaemia is still 
stric tly specific, 
after the onset of pneumonia will still only produce a rise 
If, then, we had 
to rely upon specific antibodies it would be impossible 
to rapid effect in 
Fortunately a vaccine also has an immediate effect in 
stimulating the production of mobilization of non specific 


rising. 
and injection of a vaccine a few hours 


of specific antibodies some days later. 


obtain a controlling the disease. 


antibodies. Here there is no question of a slow forma 
tion, but a rapid and immediate outpouring of bactericidal 


substances. It is this form of immunity that is exploited 


in the early treatment of acute infections. Non-specific 
antibodies are the first line of defence ; they are the 
general practitioners of immunity, ready to deal with 
any emergency. Only later, when these fail, are the 


specialists, the specific antibodies, evoked. 

The aim of vaccine treatment in pneumonia is therefore 
to produce an early non-specific immunity while the curve 
of toxaemia is still rising, while the leucocytes are vigorous 
and capable of response, and before toxins are fixed in 
dangerous amount in nerve and heart cells. It must also 
be remeinbered that in the early stage the circulation 
through the lung is unimpeded, and that organisms are 
accessible in the A few days later 


to antibodies blood. 
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the vaccine will also produce a specific effect and reinforce 
the immune bodies which may be naturally produced, 
It is therefore desirable that the vaccine should contain 
organisms corresponding to those causing the infection. 
With pneumonia, then, there is a margin of time during 
which the patient is unsensitized and in which prompt 





measures to produce immunity may control or even abort 
the disease. This issue is then to a large extent in oyr 
hands. I would therefore urge the extreme importance 
of early treatment. Pneumonia should be regarded as 
an acute metical emergency in the same sense as a surgeon 
speaks of an acute abdominal emergency. Prompt action 
requires prompt diagnosis, but unfortunately the public 
has not yet been trained to regard a pain in the chest as 
seriously as a pain in the right side of the abdomen, and 
the doctor is not called in as early as in cases of threatened 
appendicitis. Even when called in early there is often 
a delay in making a diagnosis. I am _ not infrequently 
told ‘‘ This man has been ill for three days with a high 
temperature and a pain in the side, but it was only 
to-day that I found signs of pneumonia,’’ as_ though 
previously he had been suffering from some other disease, 
It is unfortunate that pneumonia should be regarded as 
synonymous with consolidation of the lung instead of 
as a general disease in which consolidation is a compara- 
tively late manifestation. To wait for consolidation 
before making a diagnosis of pneumonia is like waiting 
The 
object of immunotherapy is to control the infection before 
it is out of hand and to prevent the development of 
symptoms which later we may be powerless to control. 
It is not used to treat toxic symptoms but to prevent 
them. It is probable that the fate of the patient is 
mainly decided during the first forty-eight hours. 


for abscess formation before diagnosing appendicitis. 


Treatment with Vaccine 

The vaccine I use is a plain, straightforward emulsion 
of germs sterilized by heat and as far as possible made 
from young primary cultures. The vaccine must be 
active and of known antigenic power. I place great 
stress upon the activity of the vaccine. It is now known 
that when organisms are subcultured colonies separate 
out into smooth and rough varieties. The smooth contain 
organisms that are virulent, pathogenic, and have anti- 
genic power, the rough have lost their pathogenicity and 
The more an organism is subcultured 
appear ; and, finally, 
This is one of the causes 


antigenic power. 
the more of the rough 
cultures may be entirely inert. 
of the variation in activity of vaccines and of the failure 
to get good results. The vaccine contains equal numbers 
of pneumococci, streptococci, and B. influenzae. If we 
were only concerned with lobar pneumonia the vaccine 
need only contain pneumococci, but as it is not always 
possible to determine at an early stage whether a patient 
pneumonia or bronchopneumonia it is best to 
use a mixed vaccine for all. As an immediate non-specific 
effect is aimed at it is not absolutely essential that the 
vaccine should contain all types of pneumococci, although 
this is desirable for the sake of the after-specific effect. 
3ut active antigenic power should not be sacrificed to 
typing. For an adult a suitable is 200 millions of 
each of the three organisms—that is, 600 millions in all. 
Children require proportionately smaller doses, but even 
at a year old 20 millions of each organism can_ be 
given. If the temperature does not fall after the first 
injection it can be repeated every twenty-four hours until 
three doses have been administered. 

When such doses are given on the first day of the 
illness the temperature frequently falls to normal during 
the next twenty-four hours, with a corresponding fall in 
the pulse and respiration rates and improvement in the 
condition. With each day’s delay such rapid 
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inforce defervescence is less easily obtained, but even when the Young children appear to respond particularly well to 
duced, temperature does not appreciably fall an improvement vaccine treatment, and old age does not contraindicate 
ontain in the patient's condition may be noted. When cases | It, several of the successful results being in patients over 
tion. are not seen until the fourth day or later the lung will | 80. A good evidence of the efficacy of vaccine treatment 
during pe consolidated, signs of nervous exhaustion and civeula- | Is given by patients who have had more than one attack 
rompt tory failure may be present, and the favourable oppor- | cut short by prompt injection. One patient has recently 
- abort tunity for intervention will have passed. been successfully treated for his fourth attack. | 
in our The following case illustrates the typical result of early 
7 vaccine osama _ nga = - ngs was — one Serum Treatment 
e — ing abou weive hours alter re Initial rigor. is tem- * 
we perature was then 105° F., pulse 136, respirations 36. There 1 : rd pica = at icnerseyine Phriy scr 8 ae 
action was pain in the right side of the chest, with grunting respira- —— Toe bs Pte pp bai . it > agg Ape | 
public tions. There were diminished resonance over the right lower _ mpts bi produce an effective papers alled, and a - 
Jobe and fine crepitations. Vaccine was injected and the | showed that the problem was complicated by the fact 
est ag temperature was normal when the patient was seen next | that each type required its own specific serum. The 
1, and morning. The right lower lobe was then consolidated, and | pneumococcus produces a specific soluble antigen which 
‘tened he presented the striking picture of a patient with a portion | accumulates in the blood in large quantities, and the 
often of his lung solid, but free from distress and with normal object of serum treatment is to raise the concentration 
lently pulse and respirations. rare of the antibody to an adequate level. For this end the 
_ high This egg of early consolidation with an absence of antigen EH Se present must be neutralized. It is there- 
only symptoms is a characteristic result of vaccine treatment. die anrnuedien i Sutiet emilee ten tea t Th 
Vaccines appear to hasten the evolution of the lung phenomena. eee spe 7* ‘ — —— - ‘ 7 | 
tough OP ROR IE aE WHER es serum is not antitoxic but bacteriotropic, and aids 
sease In a consecutive series of one hundred cases of lobar pneu- ; cet. & : . of ; vas 
* | monia forty-nine were injected during the first three days, | Phagocytosis. Cole and his fellow workers at the Rocke- 
ed as | with one death ; but of fifty-one treated for the first time | feller Institute succeeded in obtaining an effective serum 
id’ of on the fourth or later days twelve died. The only patient | against Type I pneumococcus, but were only slightly 
ee | who died among those treated early was an asthmatic woman | successful with Type Il, and not at all with Type III. 
ation of 29, pregnant at term, The first injection was followed | Their serum required to be injected in large amounts, such 
uting by an improvement, but labour set in and she died on the as 100 c.cm., intravenously every eight hours until the 
The eymtk day; of circulatory failure. temperature fell. The large amount of foreign protein 


efore Influenzal bronchopneumonia reacts to a vaccine in much 
it of the same way. In a series of 107 cases during the 1918-19 
epidemic seventy-three were injected during the first three 


caused in many cases severe rigors and serum sickness. 
The necessity also of typing the pneumococcus and the 












































itrol, ‘ ; aes : iat sestaniee dav interfere 7 - shies . 
a days and three patients died. Of thirty-four injected on the consequc nt delay inte rfered with its popularity, and now 
bbs. fourth and fifth days seven died. Of the twenty-eight in- | this unconcentrated serum is used only to a slight extent. 
It is jected on the first day 71.4 per cent. had a normal tempera- Cole’s early results showed in a series of 195 cases a 
ture within twenty-four hours after the injection, and 85.7 | reduction from the usual mortality of 25 per cent. to 9.2 
per cent. within forty-eight hours. Only one patient out | per cent. 
of fifty-one injected on the first or second day died. She Attempts were then made to concentrate the serum. 
lsion was admitted with mania. Crisis cccurred thirty-six hours Huntoon introduced his antibody sclution, which ap- 
nade ‘og ti i a is a grees: normal, parently gave good results, but caused alarming thermal 
| she 1ed a wee ate ron ary e ; The 4 ca - . ia hs 
~ be “a mea . . 2, : ‘¢ a a Hs a senee py embolism. rp reactions. Finally, the introduction of Felton’s concen- 
a 7 Oo e patients were soldiers. £ cases were Z < AEN, 
réae = 0 pet : sd. . ‘ e vere Of @ | trated serum revived interest in the method. This serum 
ri | severe type, often with extreme cyanosis. : , 
7 In a series of 113 hospital patients during the years 1928-30, contains antibody to Tj el I and to a_ less extent to 
rate | including the epidemic of 1929, fifty-eight were injected Type If pneumococcus. It is now available from English 
tain | uring the first three days and five died; fifty-five were | Sources. The successful results have been obtained almost 
inti- injected on the fourth or later days and nine died. These | entirely with Type I infection, as with the original serum. 
and | included all types of pneumonia and a more than usual | Its early use has a similar action to that of a vaccine in 
ured | number of bad subjects. The only patient who died of those | controlling the infection. 
a ap " ~ ees ee fF ee : s 5 * 
illy, injected during 2 first day was a man of 56 who had been The following table gives the results of serum treatment 
uses extremely alcoho ic tor years. The following table gives the in some series of cases. . 
results of the combined three series. 
lure 
a a . | : Mortality of Type I Lobar Pneumonia Treated with Felton’s Serum 
we Day of First ‘nies ‘ : Compared with the Mortality of Simultaneous 
ete Cases Recovered | Died Pe : : "e 
cine peeotos | " ee Controls Without Serum 
| | 
ays | 
ent 1 | 49 47 | 2) With Sernm Without Serum 
| | | 
1 . - = 
to ' | : i | 7 , Deaths Deaths 
“ific 3 | 70 65 | 5 eee re 
h | Cases Cases ~ 
the 4 | 48 37 11) | | No. Per cent. No. |Per eent, 
ugh 5 | 34 28 | | | — 
ct. ‘ | ' | 18 3 | Cecii and Plummer... | 239 | 48 20.1 24 | 13 | 312 
| | | | | } 
to + 10 | 9 | 1 ‘ | 20 Park, Bullowa, and Rosen- 58 13 22.0 54 19 | 35.0 
- | eietes 8 17 | 213 0 | 2) 
all: 8 9 | 8 | Finland heen oan ca ) | : 22 31.4 
? , } Cases of less than three | 
‘a Jere. 18 12 6 days’ duration: } 
ve nt, oe iy ie de ea Ceciland Plummer... | 103 | 12 11.7 97 26 25.8 
rst 320 283 37 11.5 | 
; Park, Bullowa, and 29 | 6 21.0 28 10 76.0 
itil —————— he sar : : alte Rosenbluth | 
The table shows that of 180 patents treated during the first Finland _... see Pee 42 | 4 9.5 16 6 37.5 
three days the mortality was only & per cent., but was 20 per : | 
the cent. in the 140 treated later than the third day. In any series of | Type [lobar pneumonia: 
ing | cases, especially those admitted to hospital, there will be a number Ceciland Plummer... | 252) | 102: | = 40.5 253 116 45.8 
Ri of bad subjects—alcoholics, patients with cardiac and renal disease ‘ | 
in —and it is doubtful if the mortality of pneumonia can be reduced | Farly eases... ih: a | 3) 3 
-he much below 5 per cent. B sbaccadacal 5 ne \ 
vid 
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But if the mortality from pneumonia is to be lowered by 
any form of immunotherapy it must be such that it can 
readily be used on a large scale by general practitioners, 
and at present there are many obstacles in the way of 
the popular use of serum. Serum is expensive, and if 
it is to be used economically the type-of infection must 
be determined. This is not easily obtained for patients 
treated in their own homes, even if sputum is available, 
which is not always the case. There may therefore be 
considerable delay, and the longer the delay the larger 
the dose of serum required. It must be injected intra- 
venously, and repeated injections into a vein require 
considerable dexterity, especially in children. 
is ignored, typing can be abandoned and a_ polyvalent 
serum used for all, which means that a large proportion 
would not obtain any advantage from the serum. There 
is no doubt of its great value when given early in Type I 
infections, but Type I infections form only about one- 
third of all lobar pneumonias, and we have seen that 
lobar pneumonias are only about one-half of all the cases 
of primary pneumonia in adults. 

At present it may be wise to restrict the use of serum 


If expense 


in general practice to cases which from the outset appear 
to be of more than usual severity. To such cases 20,000 
units (about 12 c.cm.) of a polyvalent serum should be 
administered as soon as possible. If sputum is obtainable 
this should be sent for typing. If this shows the infec- 
tion to be due to Type III or Group IV pneumococcus, 
serum should be abandoned, but if Type I or II is found 
20,000 units of the corresponding Type I or II serum 
should be injected every six hours until the temperature 
falls. Usually a maximum of 120,000 or 150,000 units 
is not exceeded. Unpleasant symptoms such as rigors, 
anaphylactic shock, and respiratory distress may occur, 
but should not prevent administration, as they are usually 
relieved by an injection of adrenaline. It is inadvisable 
to inject serum into allergic subjects such as asthmatics 
or into elderly arteriosclerotics. 

On the whole, therefore, vaccines have the great advan- 
tage over serum of simplicity of administration. The 
vaccine can be carried in the bag ready for use when a 
case is first diagnosed, its injection requires no skill, and 
it does not produce unpleasant symptoms, such as the 
thermal reactions and rigors often with serum. 
Vaccines will all that is claimed for serum, and an 
immediate injection of a vaccine may prevent the need 
of considering the use of serum. 


seen 
do 


Symptomatic Treatment 


I now pass to other points of treatment. There is 


general agreement upon the elements of nursing-—the 
importance of absolute rest, a well-ventilated room, 


avoidance of overclothing, abundance of fluids, the use of 
glucose, and so on—but even to-day the practitioner may 
have to overcome the opposition of well-meaning but old- 
fashioned relatives and even of nurses who have not been 
properly trained in the nursing of pneumonia patients. 
In the early stage relief of pain is the chief considera- 
tion, and linseed or kaolin poultices are generally em- 
ployed. They should be used for pain only and not for 
the pneumonia, and should be applied in such a way as 
not to add to the respiratory burden. They often fail 
to provide much relief, and with severe pain the most 
certain relief is obtained, when a pneumothorax apparatus 
is available, by the injection of 300 or 400 c.cm. of oxygen 
between the layers of the pleura. The effect is immediate: 
the distressed patient is relieved, and will generally drop 
off to sleep. The patient not only has pain, but mental 
He worries about his work and 
Here an opiate is of price- 


anxiety and restlessness. 
7 


his family, and cannot sleep. 


less value in calming the mind, relieving anxicty, and 
subduing the racking, ineffective cough: 19 erains of 
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Dover’s powder in a saline draught may suffice, but 
1/4 grain of morphine sulphate is more certain, This 


can generally be repeated in lobar pneumonia for three 
or four nights. Contraindications to its use are much 
bronchial secretion (as in many cases of influenzal broncho- 
pneumonia), and a tendency to meteorism, 
When there is sleeplessness without pain 30 grains of 
potassium bromide, with 15 grains of chloral, are Safer 
and more effective than the barbiturates. When morphine 
fails to bring sleep or allay excitement paraldehyde may 
succeed in of 2 drachms or more by mouth, or 
3 to 4 drachms per rectum. 

It is surprising that expectorants are so often prescribed 
in lobar pneumonia, in which the exudate is purely 
alveolar and there is no indication for increasing the 
bronchial secretion. In  influenzal bronchopneumonia, 
when sputum is abundant and the bronchial tubes tend 
to get blocked, ammonium carbonate, in doses of 5 grains 
four-hourly, increasing if necessary to 10 grains every 
hour for a few may helpful. As it is a 
nauseating drug it is best given in half a teacupful of 
milk. 


cyanosis, 


doses 


doses, be 


Circulatory Failure 


Much is written about the treatment of heart failure 
in pneumonia. With early specific treatment and control 


of the infection circulatory symptoms should not be 
prominent. There is still a lngering idea that heart 


failure in pneumonia is due to strain upon the right side 


of the heart, but right-sided congestive failure is not 
commonly seen, and post-mortem examinations and 


experiments on animals fail to show any conspicuous 
action of pneumonia upon the heart itself. It is said 
that failure may be due to rapid action of the heart 
from the action of toxins upon the medullary centre, but 
rapid action is not in itself a cause of heart failure, and 
indeed is a necessary part of the adaptation to the disease, 
The basal metabolism rises 7 per cent. for each degree 
of fever, so that in pneumonia metabolism may be raised 
50 per cent., and this demands an increased circulatory 
rate. The wise way to reduce the rate of the heart is 
by controlling the fever, and if it were possible to slow 
the heart by any direct action, who can say that we 
should not be doing harm by interfering with a natural 
adaptation? The evidence now shows that circulatory 
failure in pneumonia is mainly peripheral and due to 
toxic action upon the capillaries. Peripheral failure is 
recognized by a falling blood pressure, cyanosis, and a 
slow return of blood when it is pressed out of the skin 
by the finger. Cyanosis is not a prominent symptom in 
lobar pneumonia, as the circulation through the con. 
solidated lung is interrupted, no unaerated blood is 
reaching the circulation, and usually enough healthy lung 
remains to prevent serious anoxaemia until circulatory 
failure occurs. But in bronchopneumonia the condition 
is not the same, as blood passes through areas where it 
is imperfectly aerated, cyanosis may occur early, and 
anoxaemia be a factor in producing circulatory failure. 
The cyanosis is accentuated by the peripheral stasis, and 
so extreme degrees may be seen. 

At the first indication of cyanosis oxygen should be 
administered. When oxygen tent is available this 
should be used, but in most cases it will be administered 
through a nasal catheter. The cylinder should have a 
calibrated reducing valve, and two litres a minute be 
passed. When oxygen is required it should be given 
continuously day and night, and not for so many minutes 
in each hour or when the nurse thinks fit. One still sees 
it administered by the futile method of waving a funnel 
over the patient’s face. I am reminded of the remark 
of a distinguished physiologist that it is as useless to expect 
to increase the pressure of oxygen in the alveolar air by 
administering it through a funnel as to expect to alter 
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the salinity of the ocean by emptying the bladder 
jnto it. 


With circulatory failure the drug par excellence is 
adrenaline. It augments the heart’s contraction, con- 
stricts blood vessels, and raises blood pressure: 5 to 10 
minims can be injected every four hours, increasing, if 
necessary, to two-hourly. Pituitrin has no action upon 
the heart, but stimulates contraction of the smaller 
arterioles and capillaries. It can be used to augment 
the acticn of adrenaline—1 c.cm. every twelve hours, or 
not more often than every six hours. With both these 
drugs the point may have been reached when_ toxic 
action upon the capillaries has advanced so far as to 
make them incapable of response. They should be em- 
ployed at the first sign of failure, and it must be recog- 
nized that with grave toxaemia we may be wholly 
powerless to combat circulatory failure. 


Digitalis and Alcohol 


The use of digitalis in pneumonia has been the subject 
of much controversy. It was for long out of fashion, 
and its revival is due to the advocacy in America of 
its early use in full doses with the idea that if the heart 
was digitalized early its failure might be prevented. This 
was due to a misconception of the nature of circulatory 
failure. Digitalis has been used to slow the heart, and 
also with the vague idea that it is a cardiac tonic and 
therefore must be of value in heart failure. But there 
is abundant clinical evidence that digitalis does not slow 
the heart in pneumonia. Its reputation depends almost 
entirely upon its power of depressing the function of the 
conducting tissues, a very desirable property in auricular 
fibrillation but surely mot desirable in pneumonia, where 
we should aim at preserving the normal functions of the 
heart. Doubt has recently been expressed in America 
upon the value of digitalization in pneumonia, and Niles 
and Wyckoff made a controlled study. Digitalis was 
given to alternate cases over a period of two years. The 
control and treated cases were observed in exactly the 
same way. Electrocardiograms were taken every day 
during the febrile period. Of 404 patients who did not 
receive digitalis 136 died, a mortality of 33.7 per cent. 
Of 3388 who were given digitalis 140 died, a mortality 
of 41.4 per cent., showing a difference of 7.7 per cent. 
In other words, for every 100 patients in the control group 
who died there were 122 deaths in the digitalis-treated 
group. A surprising result was that in twenty-three cases 
with auricular fibrillation or flutter the mortality was 
again higher in those receiving digitalis. 

Alcohol has probably for long been the most used of 
all drugs in pneumonia. While it still has its supporters, 
opposition appears to be growing. In the early stages 
it may by its sedative action allay anxiety and promote 
sleep, but morphine will do this more effectively. The 
argument that it is a source of energy has not much 
weight when so easily assimilable a food as glucose is 
available. But the chief discussion is concerning its use 
in circulatory failure. Its reputation as a cardiac stimu- 
lant probably arose from its familiar use as a remedy 
for fainting. The girl who fainted in church was carried 
out into the porch and given brandy by the church- 
wardens. The effect on the circulation is then due to 
reflex action from its irritant effect upon the upper part of 
the alimentary canal. But this action is fleeting, and it 
does not follow that the same effect will be produced 
in gradual circulatory failure in acute fevers. When 
prescribed in pneumonia in the usual way of so many 
ounces of brandy every four hours or so it is its action 
after absorption which must be considered. Experiments 
on animals and man show that it has no direct action 
on the heart, but it causes some redistribution of blood. 
There is dilatation of peripheral blood vessels, flushing of 





the skin, and therefore a smaller supply for the internal 
organs. Alcohol is therefore likely to accentuate the 
peripheral circulatory failure. There is no doubt that 
much of the delirium and excitement attributed to pneu- 
monia was actually produced by the alcohol given for 
treatment, and in my early days as a physician it was not 
uncommon to see alcohol urged for the treatment of 
active delirium which was entirely the result of the alcohol 
the patient had already received. With the smaller doses 
now used severe delirium is less often met with. 
Strychnine was frequently prescribed in the past, but 
it is rather out of favour at present. It also has no direct 
action upon the heart, but is a central vasomotor and 
respiratory stimulant. It fails to act in toxic depression 


‘of the centre or in cases of peripheral paralysis of the 


vessels. Many other drugs have been advocated for their 
action upon the circulation, but mostly with the idea that 
the heart was primarily at fault. They may have some 
value in certain cases, but I have not found one which 
is of real value in saving life in serious circulatory failure. 

It would seem that critical examination is depriving us 
of several time-honoured remedies, but we have the 
consolation that if our faith in certain remedies has proved 
false yet our means of preventing serious symptoms are 
steadily improving, and we are in sight of a truly rational 
treatment of a disease which takes a heavy toll at all 
ages, of the strong as well as of the weak. 








SOME NOTES ON THE DIAGNOSIS OF 
BONE ‘TUMOURS * 


BY 
H. R. SEAR, M.B., Cu.M. 


HONORARY DIRECTOR OF THE X-RAY DEPARTMENT, ROYAL PRINCE 
ALFRED HOSPITAL, SYDNEY 


In the small space of time at my disposal it is impossible 
to deal with the radiographic aspect of all the different 
types of tumours of bones and to discuss the various 
classifications. These can be found fully described in numer- 
ous books, monographs, and magazines—their symptoms, 
signs, x-ray features, sites of predilection, prognosis, etc. 

It is my intention to discuss and to illustrate certain 
pitfalls, and, above all, to emphasize the need for care 
in arriving at the diagnosis, especially as to the type 
of tumour, at as early a stage as possible, because the 
early differentiation is of great importance from the aspect 
of correct treatment. Mistakes may arise in several ways 
—from want of care in inspecting the skiagrams, from 
not making use of available clinical history and patho- 
logical findings, as well as from want of knowledge and 
experience. It is to be remembered that the x-ray findings 
are only one of the means of arriving at a diagnosis, 
though probably the most important means at present 
available. Signs and symptoms do not concern us at 
present, but I should like to mention the great importance 
of a careful radiographic examination of the chest before 
any mutilating operation is decided upon. 

We are all au fait with the typical radiographic pictures 
of the main types of bone tumours—of osteoma, enchon- 
droma, the variations in cartilaginous and bone develop- 
ment allied to the tumours (such as Ollier’s disease, 
hereditary deforming chondrodysplasia), bone cyst and 
fibrocystic variations, of osteogenic sarcoma, Ewing’s 
tumour, haemangioma, giant-celled tumour, etc. ; but all 
too frequently do we hear of errors in diagnosis in the case 
of bone tumours, sometimes, I regret to say, from want 
of care in examining the skiagrams and want of apprecia- 
tion of the importance of slight or fine changes. 





* ktead in opening a discussion in the Section of Radiology at the 
Anuual Meeting of the British Medical Association, Melbourne, 1935. 
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Aids to Radiological Diagnosis 

Before passing on to the discussion of certain difficulties 
or pitfalls in diagnosis, let me emphasize the importance 
of a careful history. A history may at times be almost 
pathognomonic—for example, in the case of secondary 
neuroblastomata. The history should be forwarded by the 
clinician. Failing this the radiologist should not hesitate 
to ask for any clinical details which he may consider of 
value to help him to arrive at the correct diagnosis. In 
this the radiologists have a parallel with the pathologists, 
for nowadays many pathologists will not express an 
opinion without a history of the case. 

The radiologists, as a body, should insist on having any 
available clinical findings. A patient is referred to the 
radiologist not merely for a radiograph or radiographs, 
but for an opinion, and anything that will be of use to 
the latter in arriving at a correct interpretation should 
be made available to him. Similarly, the radiologist is 
entitled to have, for his information, details of any patho- 
logical examination that has been made—the Wassermann 
reaction, the Casoni (especially in this country), the blood 
count, and the blood picture. If have not been 
made the radiologist may be forced into giving a differ- 
ential stating that certain pathological tests 
may be required to differentiate. Again, he may require 
a much more extensive *-ray examination than that which 
has been requested, and this he should be entitled to 
make. To give a simple illustration: he may suspect that 
a single localized transradiant area in one bone may be 
merely one of many such areas widely distributed—for 
example, in osteitis fibrosa, in certain types of lipoid 
histiocytosis, etc. 

At times it may be essential to request time for progress 
skiagrams—tor example, 
though this should naturally be avoided as far as possible 
for fear that the delay may jeopardize the patient's 
chances. 


these 


diagnosis, 


in cases of myositis ossificans— 


In other cases it may be of advantage to advise 
a diagnostic application of x rays of high voltage—for 
example, in distinguishing between osteomyelitis and 
Ewing's tumour, and between lymphadenoma of bones 
and ostecgt sarcoma. 

To emphasize these points let me quote the following 
two cases, illustrating how simply errors may occur. 


nic 
Nic 


1. At one of the general hospitals in Sydney a child, aged 
20 months, was referred to the x-ray department for investiga- 
tion. No changes were detected in the skull, but changes 


indicative of secondary neuroblastomata were observed in the 


long bones, especially of the inferior extremities, and such 
a diagnosis was made. Reference to the history showed the 
almost pathognomonic feature: ‘‘ the child was unable to 
use its legs.’’ The blood count showed a very low red cell 
figure (2,670,000). A hopeless prognosis was given. The child 
was removed from hospital, taken to see another physician, 
and referred to another radiologist, who, I understand, 
reported that no bone lesion was present. This child died 
a couple of months later. This error probably arose from 
the physician requesting a radiographic examination of the 
skull alone (and in this case the widening of the sutures and 
worm-eaten appearance, typical, though not universal, of this 
condition, were not present), or from a lack of care on the 
radiologist’s part in not x-raying the limbs as well as the skull. 


PIS 
h 


2. The following case illustrates the need for the most 
careful examination of the finer bone changes, changes that 
may be best seen by the use of a good magnifying glass ; 
it is that of man who was referred to the x-ray department 
of a general hospital in Sydney because of a swollen and 


inflamed finger. The skiagram showed widespread osteoporosis 


in the proximal phalanx of the middle finger, and a diagnosis 
steomyelitis was made. This man died in another Sydney 


ot ¢ 


hospital, where a necropsy was performed and widespread 
metastases typical of Ewing’s tumour were found. This 
example illustrates how easily these two conditions may be 
confused, and, indeed, it is often impossible to differentiate 


it also demonstrates the 
because in this patient’s 


but 


glass, 


between them radiographically ; 
value of using a magnifying 
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skiagrams there could be seen with it a suggestion of a fine 
periosteal deposit, arranged perpendicularly to the shaft > and 
this would have warned the radiologist that he could Rot 
exclude neoplasm. 








Classification 

It is with the object of lessening the number of errors 
that the following notes are made. As I have said before 
I shall not discuss individually the types of bone tumours 
usually encountered, but shall pass on to some of the 
more unusual bone tumours, in which diagnosis may be 
difficult, especially to the radiologist who has not had 
a wide experience in bone work. In doing this I cannot 
follow any definite classification, as I shall be referring 





both to primary and to secondary growths. For ease of 
discussion I shall put them into four groups, according 
to the part of the bone mainly involved, as below; 

A. The changes are mainly periosteal, 
especially the surface of the cortex. 

B. The involvement is mainly cortical. 

C. The lesion is mainly central. 

D. There is composite involvement. 


Group A: Periosteal Tumours 

In the first group—that affecting especially the peri. 
osteum and the more superficial layer of the cortex 
I shall briefly discuss: (1) secondaries from primary 
bronchogenic carcinoma ; (2) the extraperiosteal fibro- 
sarcoma ; (3) secondary neuroblastoma, which may be, in 
its early stages, mainly periosteal, though usually it is not 
encountered until it is generalized throughout the sub. 
stance of the bone ; and (4) the lacework type of specific 
periostitis. 


SECONDARIES FROM BRONCHOGENIC CARCINOMA 

It now seems quite definite that there are two types 
of lesion included in the term “‘ hypertrophic pulmonary 
osteo-arthropathy ’’: a true osteo-arthropathy, seen in 
bronchiectasis, etc., and a bastard type, malignant in 
nature, that is seen in cases with a primary lung cancer, 
The latter type has, in addition to its periosteal deposit, 
a cortical destruction, often very superficial, especially in 
the early stages. It occurs usually towards the ends of 
the shafts. The x-ray picture is typical. It is not, how. 
ever, to this widespread type of metastatic bone involve- 
ment that I wish to refer, but to the single bone meta- 
stasis that may occur in bronchogenic carcinoma. A 
secondary arising from this type of primary tumour may 
occur in a single bone, affecting a somewhat localized 
area of the cortex, often not at the end of the shaft, with 
slight to moderate cortical erosion, and with very definite 
periosteal reaction, usually arranged in a curiously locu- 
lated way, slightly suggestive of the type of arrangement 
seen in benign cavernous haemangioma, though the bony 
tissue within the mass is much less in quantity. It is 
not unlike the soap-bubble appearance seen at times 
in secondary hypernephromata. When cortical 
appearance is seen secondary hypernephroma and second- 
aries from primary bronchogenic carcinoma should be 
remembered. I have seen it most frequently in the tibia, 
but in the femur. It is usually diagnosed by the 
radiologist as osteogenic sarcoma, to which it bears @ 
close resemblance. 


such 


also 


EXTRAPERIOSTEAL FIBROSARCOMA 

This lesion is a very rare tumour, the most benign of 
all sarcomata, its malignancy being almost of local 
It is important to recognize it, with its low- 


a 
character. 


grade malignancy, in order to avoid an unnecessary 
amputation. Local removal may suffice for its cure. It 


is characterized by a pressure deformity on the adjacent 
bone, without erosion. [A skiagram was shown (taken i 
1924) of a young man on whom local removal was pet 
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formed: section by the pathologist showed a fibrosarcoma 
of low-grade malignancy. Some deep irradiation was also 
carried out. Dr. Sear stated that there was still no 
evidence of any recurrence, either local or general. | 








SECONDARY NEUROBLASTOMATA 


This is another lesion which may cause trouble and 
worry in diagnosis. The classical picture, as described by 
Henle, both of the skull and of the long bones, offers no 
great difficulty in diagnosis (except from chloroma), but in 
cases where early involvement is discovered the only sign 
may be some early or slight elevation of the periosteum, 
sometimes associated with the ‘‘ lipping ’’ encountered at 
times in sarcoma. It is a lesion of infancy, and is always 
to be remembered in making a diagnosis in a child with 
unusual periosteal changes. The blood count usually 
shows a great decrease in the red and this 1s 
suggestive of secondary neoplasm ; the history of the 
child ‘‘ going off its legs’’ is almost invariably present, 
and cannot be too highly emphasized. 


cells, 


SYPHILITIC PERIOSTITIS 

The fourth member of this group to which I shall refer 
js the lacework type of syphilitic periostitis. Syphilis in 
bones may assume many forms. It is usually associated 
with marked osteosclerosis ; it often affects the cortex 
principally, but in addition to the usual forms one may 
see occasionally a curious overgrowth from the periosteum, 
to which the description ‘‘ lacework ’’ has been applied. 
Such periosteal reaction may be not unlike that of sarcoma. 

[Dr. Sear showed the skiagram of a young woman of 
20 years, demonstrating such an appearance. The diag- 
rosis of luetic periostitis was confirmed by the ready 
response to anti-specific treatment. | 


Group B: Cortical Tumours 
Of the lesions involving especially the cortex the con- 
ditions causing difficulties in diagnosis to which I shall 
refer are: (1) hydatid, (2) lymphadenoma, and (3) certain 
secondaries, such as hypernephroma. 


THE CORTICAL HYDATID 

In Australia it is to be remembered that the incidence 
of hydatids in bones 1s relatively high as compared with 
that in other countries. Hydatid in bones may assume 
one of two main forms—the cortical and the central. It 
is the cortical type that calls for discussion in this section. 
Usually there is erosion, with more or less bone produc- 
tion ; sometimes bone production may be almost absent. 
The erosion and the bone production present a picture at 
times identical with that of osteogenic sarcoma, and in 
quite a number of cases the differentiation between sarcoma 
and hydatid is impossible radiographically. The value of 
the blood picture, with "its eosinophilia, and of the Casoni 
test, is at once apparent. At odd times the diagnosis 
of hydatid can be made with a considerable degree of 
certainty by the skiagrams, as one may be able to trace 
the circular shadow of the calcified or calcifying wall of 
the cyst, extending into the soft tissues. This is unusual. 
As a rule the pathologist’s aid is indispensable. 


LYMPHADENOMA 
much 
have 


Lytmphadenoma of the bones is, I am sure, of 
greater frequency than is generally recognized. I 
seen quite a number of examples, the bone most frequently 
involved being, in my experience, the sternum. This is 
contrary to statistics, which place the vertebra as the most 
common site among bones involved. I have also seen the 
pelvis, skull, ribs, and femur. It is 


production, either of 


lesion in the spine, 


characterized by erosion and_ bons 
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is the more obvious feature. Its ready local response to 
x-ray treatment is an important diagnostic feature. At 
times the radiographic appearance may be very suggestive, 
at other times it is quite impossible to make the diagnosis 
on the radiographs of a single part—possibly the x-ray 
examination of the thorax may clear up a doubtful diag- 
nosis, though in several of my cases there has been no 
gross involvement of the mediastinum. 

The first patient I remember seeing with this condition was 
in 1915. The sternum was the site of the original bony mass, 
and I made the diagnosis of sarcoma. The mass completely 
disappeared under x-ray treatment (at about 100 kV). Later 
other masses formed in the iliac bones, which again readily 
The patient died later, the clinical diagnosis being 
No post-mortem examination was made. 


responded. 
lymphadenoma. 


SECONDARY TUMOURS: HYPERNEPHROMA 

Again, it is to be remembered that certain tumours give 
rise to secondaries in bones, and that at times only a single 
bone may be involved. Such a localized secondary may 
present an appearance simulating osteogenic sarcoma of 
the osteolytic type. More than once I have seen such 
secondaries diagnosed as sarcoma. This is especially the 
case with secondaries from hypernephromata. These are 
not uncommon, and their secondaries may affect a single 
bone or several bones ; but each area is localized. It is 
the symptoms of the secondaries that call attention to the 
lesion, not the primary tumour itself. The secondaries 
from hypernephromata are commonest about the sixth 
decade, and occur much more frequently in men than in 
women. Hence, before making a diagnosis of osteogenic 
sarcoma in a patient of advanced years—especially a male 
—the possibility of such a secondary should be considered. 

The secondaries of a hypernephroma may occur as a 
central lesion or as a cortical lesion. Both types may 
occur in the long bones, though possibly the former are 
more frequent ; in flat bones the cortical type occurs more 
frequently. The appearance of such metastases has been 
likened to soap bubbles ; this is especially the case where 
the metastases occur in the flat bones, though it may also 
be seen in the cortical lesions in the long bones. [Dr. 
Sear showed a film of a hypernephroma on the left side ; 
the large mass was apparent, displacing the kidney up- 
wards and causing hypernephrosis and deformity of the 
renal pelvis. It showed secondaries in the spine and in 
‘ both innominate bones, the secondary on the right side 
presenting the typical soap-bubble effect. The mass 
displaced the bladder towards the left. ] 

Finally, before leaving this section, that of cortical 
involvement, let me emphasize the fact that tuberculous 
lesions of bones may, in rare cases, be extremely difficult 
to differentiate. 

Group C: Central Tumours 

The four main lesions likely to cause error in diagnosis 
in the third group, that of central involvement, are: 
(1) hydatid, the central type ; (2) lipoid histiocytosis, the 
generalized, massive type ; (3) central cartilaginous masses 
and tumours ; and (4) secondaries from hypernephroma. 


THE CENTRAL HYDATID 

Reference to the second group of bone lesions in this 
article will show that I have already mentioned the two 
main forms that hydatids of bones may assume—the 
cortical, already discussed, and the central. The central 
type of hydatid extends up and down the medullary 
cavity, along the line of least resistance, and simulates 
The presence of various bulges and erosions 





bone cyst. 


is unusual. The differentiation from bone cyst may be 
impossible on radiographic evidence alone. The possibility 
of hydatid being present should be remembered and should 





which may predominate, though usually bone destruction 
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suggest pathological assistance. 


may suggest that the condition is one of hydatid, but this © 
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LIPOID HISTIOCYTOSIS 

This is another lesion which may cause difficulty in 
diagnosis. The most classical appearances of lipoid histio- 
cytosis are those described by Schiiller as the geographical 
skull, and by Gaucher as of the long bones, with Fisher’s 
sign, etc. Lipoid histiocytosis may, however, assume 
in bones. I have seen Schiiller’s disease of 
the skull and Gaucher’s disease combined. There is the 
type of bone lesion occurring in the latter described by 
Junghagen, by Welt, Rosenthal, and Oppenheimer, etc., 
with massive joint involvement, to which I shall refer 


other forms 


later. Again, in addition to the large transradiant defects 
in the skull, as in Schiiller’s disease, one may also see 


similar large transradiant areas, simulating cysts, in other 
[ Dr. 
Sear showed the skiagram of a tibia which suggested at 
frst sight a fibrocystic area ; the skiagrams of the pelvis 
showed somewhat similar areas, the skiagram of the skull, 
however, presenting the typical picture of xanthoma. In 
this case the possibility of a generalized massive lipoid 
histiocytosis was suggested on the w#-ray films, and this 
was verified by biopsy in the tibial lesion. 


bones, such as the case described by Svenningsen. 


The skiagram 
of the tibia alone could, it was stated, easily lead to a 
mistaken diagnosis. ] 


CENTRAL CARTILAGINOUS MASSES AND TUMOURS 

These constitute the third condition in this group dealing 
with central bone involvement. Chondrosarcoma and 
myxochondrosarcoma may simulate cystic lesions in bones. 
A somewhat similar appearance involving a much greater 
length of the bone is occasionally met with, and it may 
It is to be noted that 


true central chondromata of the long bones are very rare. 


cause much worry in diagnosis. 


Copeland and Geschickter state: 
wate’ f: 


is doubtful whet i 
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EWING’S TUMOUR 

Ever since it was first described, Ewing’s tumour has 
been a source of the greatest worry to the radiologist, The 
difficulty in diagnosis is beautifully exemplified by the case 
quoted by Kolodny (Surgery, Gynecology and Obstetrics, 
April, 1927), the mistake affecting not only the radiologist 
but also the surgeon and the pathologist. While the patho. 
logical diagnosis of this tumour may be difficult, its differ. 
entiation from osteomyelitis may be impossible radio. 
graphically. Clinically, may show the 
same signs and symptoms. The reaction to deep irradia. 
tion may be of value in differentiating between these two 
lesions. 


each condition 


Progress skiagrams usually make the diagnosis 
definite, but one hesitates to suggest such delay. It hag 
always seemed to me that culture at the exploratory in. 
cision should give much help—a sterile result on culture 
should suggest that the case may be one of Ewing’s 
tumour in such doubtful cases. I speak here as a radio. 
logist, not as a pathologist. I do not know the consensus 
of opinion among pathologists on this point. I am aware 
of the objection to such incision, but it may possibly settle 
the diagnosis in a doubtful lesion. 

It is to be noted that in the skiagrams of a very early 
stage of Ewing’s tumour there may be no obvious bone 


destruction, but only some increascd density of. the 
affected area. For this reason one has to exclude the 


possibility of Garré’s sclerosing 
myelitis. 


non-suppurative osteo- 
This lesion leads to expansion and vezy marked 
of part of the affected. It is 
characterized by the absence of pus and sinus formation, 
and is usually ushered in by fever and pain—an acute 
onset. The infiltration of the soft 
tissues subsides, leaving only the widening and expansion 
of the bone, with The onset is different 
from a syphilitic lesion, with which it might be confused. 
The extent of the bone involvement is usually greater than 
that in sarcoma, and the thickening is more symmetrical 
and denser. The skiagram of a single bone of a patient 
affected ““osteopathia hyperostotica  sclerotisans 
multiplex infantilis ’’ (Engelmann’s disease) might be mis- 
taken for this lesion. I shall not, owing to the time at 
my disposal, refer to tuberculosis and syphilis of the long 


bones. 


osteosclerosis the bone 


There is leucocytosis. 


osteosclerosis. 
with 


PAGET'S DISEASE 

Passing now to osteitis deformans, this dystrophy is of 
great frequency in this country, and its diagnosis is usually 
Cccasionally it may be difficult to differentiate 
prostatic secondaries, but usually the diagnosis 
presents no great problems to one who has seen a large 
number of patients with osteitis deformans. Much more 
difficult, however, may be the detection of early sarcoma 
vhen it supervenes on a bone affected with Paget’s disease. 
Any slight periosteal or cortical erosion should be carefully 
looked for. Well-established sarcoma on Paget’s disease 
the but I shall show 


obvious. 
it from 


presents usual features of sarcoma, 


] 


skiagrams to illustrate how difficult such diagnosis may be. 
They are those of the bones about the knee-joint, with 
changes typical of Paget's disease. [Dr. Sear showed 


skiagrams of a man who died some ten weeks after the 


photographs were tak be due to 
a very early 


in 


n. Changes could 


seen 
the supervention of osteogenic sarcoma 
stage. | 

It has been held in America that some 14 per cent. of 
patients with Paget's disease deve lop osteogenic sarcoma ; 
in Germany this figure has been put down at 5 per cent. ; 
in Australia, where osteitis deformans is so very common, 
I do not think that the figure is more than 2 per cent. 
I have seen only nine cases of sarcoma supervening on 
I have secn several hundreds of 
patients with Paget’s disease. The ‘‘ ivory ’’ vertebra, 
due to metastases, may occur in prostatic secondaries, but 


Paget’s disease, whereas 





her such diagnosis is justified on the 
basis of the roentgenogram alone. In nearly 2,000 tumours 
of the bone there are but five well-established cases, and in 
these the resemblance is so close to malignancy in the x-rav 
films, and the tendency for the lesions to recur and to be 
ure nly by radical operation is so great, that there is litth 
practical harm in classing these tumours as forms of chondro 
Sarco! lIthoug those not experi nced mav be led into an 
et wous diagnosis of cvst ot the bene Nevertheless, from 
S( 1 ndpoint, the possibility of the occurrence Of a 
1¢ central chondroma in the long bones must be conceded. 
[he nly distinctive roentgen features are the tendency to 
expand the marking t transradiant areas by 
lines and particles of calcification, which produce a distinctly 
multi ular t, and the involvement of the periosteal region 
pecu rg when d eas esc iping beyve nd the CC rtex.”” 
Hypernephroma metastases have already been discussed 
C33 up B, and need not be mentioned again. The time 
at my disposal precludes me from referring in any detail 
to the extremely rare tumours in the shaft of bones, such 
as adamantinoma of the shaft of a long bone—for example, 
the tibia. 
Group D: Composite Tumours 
Finally, in dealing with the pitfalls in the bone lesions 
\ re the whole structure of the bone is involved, I shall 
Giscuss these according to the following table 
] } Comf Bone 1 lvement 
Le n Lesion to be Excl 
Osteomvelitis 
| ETE 
. petsaaa 
Tuberculosi 
i y , ‘| 
Garreé's_ scler non-suf 
| purative osteomyelitis, 
Engelmann’s disease. 
{ t rc ld On 
o£ hy eae 
{ ii > 
3. J Digs 
s \ tases. 
4 ¢ ) 
i J / ; t ? i 
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—— —————— ae ee ae : xe Ry a 
nomata—for example, from a cancer of the breast. The 

Our has diagnosis is usually obvious. PHYSIOTHERAPY IN THE TREATMENT 

st. The | OF INJURIES IN GENERAL AND 

the case | GAUCHER’S DISEASE 


ORTHOPAEDIC PRACTICE * 


stetrics, | |= When Gaucher's disease with massive destruction affects 


ologist, t the long bones it usually causes thinning of the cortex and ae 
Patho. , Jooser type of trabeculation—a somewhat worm-eaten E. B. M. VANCE, M.B., Cu.M.Sypney, 
S differ. appearance. It also is associated with expansion of certain M.CuH.OrrtH.LIverp. 
Tadio- jones, especially the femora (Fisher’s sign). But Gaucher’s | Honorary ORTHOPAEDIC SURGEON, ROYAL SOUTH SYDNEY HOSPITAL 3 
»w the — gisease of the long bones may cause massive destruction in HONQRARY SSSISSANT CREO eS Ore ee 


. . . . PRINCE ALFRED HOSPITAL, SYDNEY 
Iradia- | he long bones, especially at the ends of the diaphyses ; and posh 


“se two this is the type to which I am now referring. It involves | The word physiotherapy should, from its derivation, mean 
‘agnosis | especially the ends of the diaphyses ; and, as has been | ‘ curing by natural means.’’ It is a loose term—intro- 
It has pointed out, the skiagrams of a single part may lead to the | duced by whom and when I cannot tell—meaning as yet 
Ory m- | (ondition being diagnosed as a tuberculous lesion. The nothing to the layman, and of too recent origin to have 
culture widespread character of the lesion should at once disprove | found its way into non-medical dictionaries. In our 
tie this. The possibility of metastases has to be excluded. | medical jargon it has come to denote, in addition to 
tadio- J, a case of mine we watched areas develop in the | massage, such subjects as heat, electricity, hydrotherapy 
sensis skull which are very suggestive of lipoid histiocytosis, and | (now taught in the massage curriculum), and practised in 
aware , it js difficult to see what primary tumour could give such | the public hospitals and in private work by the modern 
y settle = secondary metastases in the skull. masseuse. 

It has become the prevailing mode with many of us to 
adopt a somewhat scornful attitude towards physiotherapy, 
I have already mentioned the early secondaries of neuro- taking its help for granted, and yielding it faint praise 





y early SECONDARY NEUROBLASTOMA 


S bone 


. the blastoma as a possible error in the diagnosis of lesions | in return. This is a reaction from the boom years. In 
e the affecting especially the periosteum. In a patient in whom | the military hospitals, during and after the war, physio- 
= , such secondary invasion is well established one also hears | therapy reached its zenith. No equipment was then too 
— of ees in alien example, I grielmieng of | elaborate or too costly, and there was a large body of 
. such a case being regarded in a London hospital as an | ardent young masseuses at the service of these institutions. 
lation, example of osteomyelitis. The worm-eaten appearance of | The large hall, the shining wood, the ladders against the 
Be the long bones and the periosteal reaction, wath, later, the wall, the capstan wheels, the weights, the pulleys, the 
2 formation of larger transradiant areas, are usually diag- | wooden horses, the stationary bicycles, the smell and 
a nostic. The skull changes may clinch the diagnosis, as, | sight of electric sparks, the baths (hot and cold), whirling 
re if present, they are typical ; but, as mentioned before, | and bubbling—where are they now? 
- they need not be present, and yet the picture of the long In spite of the army of motor-made and machine-made 
ie , bones may be quite diagnostic. civilian cripples of the present day, there seems to be 
ik | no strong survival of those temples of physiotherapy. 
wri Conclusion Memories of them still exist in the minds of those who 
. saw them, and when fractures are ugly and function is 
a? These few ware: have we put penton in ~ aon that poor the idea then comes that attendance at one of these 
r may be of some value in establishing the diagnosis ae : peer : 5 ai 
> long ane possibilities that have to be ‘considered and a _ — me _ _ — pallens 
y 8'65 5 perpetuated because they did not achieve as much as was 


excluded. I have confined my attention to the general 


: expected of them—and this, because they assumed the 
» skeleton ; space and time prevent me from discussing 


wheels, the pulleys, and the sparks could of themselves 








As of corresponding conditions in the skull. cure. 
aay —— oer Another cause of some of the scorn is the tendency 
— : : evident to those who see the inside working, to treat the 
| We have received the programme of the third Inter- | massage department as a sort of dumping-ground for the 
large national ( ongress of Comparative Pathology, which is to rubbish of both medical and surgical practice. The vague 
more | be held in Athens from April 15th to 18th under the waatel of “nee? os): ae eee 
‘coma presidency of Dr. W. Bensis, professor of medicine in the nine ie a 6 - 
sease. | University of Athens. The topics to be dealt with have | M@ssage, seems to engender a bbe en hope of a. For 
fully been chosen from the fields | of human, animal, and | the patient the aehinete bepetinaeses 6! ox social = 
cn vegetable pathology, with special reference to their inter- sphere, all tend to make the situation pleasant. He likes 
ete | relationships. Thus in the first of these there will be | it and comes again, and keeps on coming until he is a 
=~ discussions on the echinococcoses, the nephroses and } confirmed invalid. 
¥ be, | amyloses, leishmaniases, spirochaetoses, and avitaminoses, 
with | with consideration of their influence on the digestive Physiotherapy in the Past 
owed functions. The veterinary sides of these questions will aluati is f 1 ; 
r the | also be discussed, and the manifestations of immunity in In this attempt at evaluation one is forced to seek 
ie to | the vegetable kingdom will be specially reviewed. Pro- fundamentals. The search leads to H. O. Thomas—as 
early | fessor S. Adler of Palestine and Lieut.-Colonel H. E. most things orthopaedic do. 
Shortt, I.M.S., will speak on the leishmaniases ; the As a disciple of Thomas, I believe in the restoring of 
ee director of the Imperial Mycological Institute will report | parts impaired by injury by three methods. (1) A period 
ma: | on the nature of immunity from disease in plants : Dr. of vest: in adequate splints, uninterrupted, enforced, and 
a: | K, Smith and Dr. R. N. Salaman of Cambridge will deal prolonged until the inflammatory process of repair is 
mon, | Wit plant virus diseases; the, head of the botanical | jearly complete, This process involved the vascular 
" | a ee es Mae ie ec... | capillarized granulation tissue being slowly converted into 
cent. | of plants to poisons ; and Professor F. T. Brooks of Cam- ’ : she ah £1 for li 
gon | bridge will read a paper on the resistance of trees to avascular ae tissue—an »int jC CASS CE OS, Se 
Is of certain fungi. Several excursions in Greece have been | tO be deposited in the cael tissue—a peor taking 
bra, arranged in connexion with this congress, further par- typically three weeks, but in bones and joints longer. 
but ticulars of which ward be obtained from the general isl * Read in opening a discussion in the Section of Orthopaedics 
pee tary, Professor A. Codounis, Club Universitaire, 15, Rue | at the Annual Meeting of the British Medical Association, 
Hippocrate, Athens. | Melbourne, 1935. 
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(2) A period of tentative use as a lest of recovery. (3) By 


gradually increasing natural use of the part and the 
gradual discarding of the splint. 
Take, for example, the treatment of a supracondylar 


fracture of the humerus. After reduction the cuff and collar, 
or, as Thomas called it, the gauge-halter splint, was applied, 
and worn without removal This the 
“rest in splint.’’ hen the cuff was dropped a few 
and the patient allowed to use the limb in the 
allowed by the splint. This was the period of the ‘‘ test of 
recovery.’’ If this motion free at the end of three 
days as it had been on the first day, then it had passed the 


for three weeks. was 


adequate 
inches range 


were 


as 


test of recovery. The cuff was then dropped a few inches 
every few days and the patient instructed to use the hand 
for eating at table, for hair brushing, and other natural move- 
ments. Eventually the cuff was used on and off for a while 


and then discarded. 

In an ideal case, and by this one means a typical case, 
nothing more was needed. Physiotherapy was not called 
for. out of his way at times to 
scorn for the gentle art altogether. He says: 


Thomas went express 


““For successfully treating all degrees and phases of articular 


diseases the surgeon must possess an unbounded but. intelli- 
gent confidence in the efficacy of rest as the foundation of 
treatment, and next in importance, he must accept as in- 


test of 


fallible the recovery. 
mechanical means employed 


There are, in general use, other 


for the treatment of diseased 


articulations ; for instance, rubbing, counter-irritation, sham- 
pooing, passive motion, and electricity. To the surgeon who 
has mastered the principles proper to the treatment of in- 


flamed joints these 


operations which the 


terms convey no useful meaning, as the 


terms imply are used with intent to 


secure an end which he would see they cannot possibly aid 
in obtaining.’’ 

What, you may ask, has a quotation dealing with 
disease of joints to do with the treatment of trauma? 
Disease to Thomas was dis-ease, any mal-aise, and _ in- 


cluded the inflammation of repair following injury. The 
problems of traumatic surgery are not wholly, but very 
largely, the problems injurics about joints. For 
instance, Robert Jones’s Injuries to Joints is a vade 
mecum—an almost complete handbook for the accident 
urgeon. 
The ideal 


followed 


of 


but 


active 


case requires nothing 
gradually increasing 
the thing to aim at. 


an ideal surgeon and an ideal patien 


adequate rest, 
motion. The 
It takes for granted 

The ideal patient 
is a man of mettie, one who eagerly desires to return to 
The ideal 
the cotton-wool of 
For instance, 
the woman of 60 with a Colles fracture, surrounded by 
a family of grown-up children who won’t let her do a 
hand’s turn, is not in the position to be an ideal patient. 
The ideal surgeon is still harder to find. 

In Thomas's day and place the necessity for work on 


by 


ideal case is 


work, or, alternatively, one who has to work. 
patient not one put into 
sympathy or on workers’ compensation. 


who is 


1S 


the part of the injured patient was urgent. The 
Liverpool dock-hand, the sailors of the sailing ships, were 
stark fellows. It is my belief that this helped Thomas 


to arrive at fundamental principles. He was dealing with 


primitives. In these days conditions and men are more 
vielding. Even Robert Jones, the pupil of the master, 
had to use less Spartan methods in his practice. Take, 


for example, 


le, the vexed question of adhesions and _ their 
treatment I 


H. O. Thomas would have 
none of it ; the joint was either unsound and had to be 


Te< 
re 


Vv passive motion. 
ted, or sound and had to be used, in spite of adhesions 
within or without it. 

As a principle this is right, nor can we ever, now or in 
the future, afford to depart from it. But in practice, as 
Robert Jones found, the patient could be helped to over- 
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period of incapacity. So, too, one finds that Sir Robert 
employed a masseuse in his practice at 11, Nelson Street 
It is true, however, that Miss Taft's time was occupied 
mostly with cases of scoliosis and poliomyelitis, and with 
flat feet and quadriceps deficiency. It is significant that 
for his immense practice at Liverpool only one Masseuse 
was needed. 


Physiotherapy To-day 

In this generation there is a softening of the 
of life, and with the coming of the workers’ compensa- 
tion there a new clientele. Few now have the 
hardihood to break down their own adhesions, nor can 
we count on grim necessity to drive them into natural 
action of an injured part. Therefore we are led more and 
more to use those methods and contrivances called physio. 
therapeutic by which we cajole reluctant and_ hesitant 
limbs back to action. 


arises 


To send every injured person to the massage department 
with a note asking for ‘‘ hot air and massage ”’ 
parable to sending 
with a note asking 


is com- 
every sick patient to the dispensary 
for a ‘‘ bottle of medicine.’”’ Either 
we know the powers and limitations of physiotherapy, 
and are prepared to prescribe what physio- 
therapy the patient needs, or we know nothing of it 
and should not be using it. For example, ‘ effleurage 
for twenty minutes daily for a week,’’ or “‘ assisted active 
movements of shoulder girdle twice weekly for three 
weeks,’’ or “‘ exercise to strengthen foot inverters once a 
week with homework,’’ constitute, to my mind, the sort 
of prescription which should come with the patient to 
the masseur. To for ‘‘ physiotherapy ’’ is more 
logical. Here one definitely hands over the case to a 
person, and calls upon her to the varied 
resources of her art at her discretion. This requires heg 
having full particulars of the nature of the injury, or 
the operation performed, and if she be very wise, very 


precisely 


ask 


second use 


well trained, or very well used to our own methods 
the scheme may work. It might be objected that the 
routine ‘‘ hot-air-and-massage ’’ method seems to work 
in practice. The reason for this is that most cases are 


cured by nature whilst the patient is kept amused by 
the treatment. 
Let the 


resources of physiotherapy. 


us now survey and 


field enumerate the 
The subdivisions are: (1) 
(2) heat ; (3) electricity ; (4) passive motion ; 
motion. These are well adapted to cover the 


MLASSALE 
(5) active 


ground. The last-named is the one receiving—and 
worthily—the most attention. It has to be split into 


subsections—namely muscle re-education and ca- 
ordination, (b) occupational therapy and vocational train- 
ing. Of the others, heat and electricity are comparatively 
modern, but they are old enough for their disappointing 


limitations to be apparent. 


(a) 


Massage 

The belief in a blend of massage and passive motion as 
treatment for injuries has becn rooted in the human race 
from times immemorial. Curiously, it is what the public 
expects still ; it is what, as a rule, the patient gets when 
loosely ordered As long as the massage is light, 
and the passive motion not applied to the arthritic joints, 
no great harm comes of it, and if money is spent for it 
by the public and by accident insurance companies fot 
cases which would have done just as well without it— 
because it has become the regular expected routine thing 
to do—no great harm comes of that. 

But the mischief is that, guided by the healthy athletes 
who relish a rub down (massage) after a game, and like i 


done energetically, the uninitiated judge their massage by 


massage. 





come the resistance of an adhesion by passive manipula- 
tion under with benefit to himself, to the 
credit of the surgeons, and with the shortening of the 


anaesthesia, 


its vigour. The tendency then is to intensify the friction 
and the pump-handling when dealing with a case. 
In effect this that, under the lox 


severe 


system. of 


means 
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massage ordered in a routine way, the limb with badly 
paralysed muscles may fall in for heavy massage, and 
a joint with arthritis for passive motion—both of which 
are calamities. The very itself (which 
comes from the Portuguese massa=dough ; hence, amasser 
= to knead) seems to imply a heavy hand. And yet 
the Father of Medicine, Hippocrates himself, has left 
on record a description of massage, observing that ‘‘ it 
loosens stiff joints and gives tone to relaxed ones,’’ but 
that ‘‘ it must be applied with soft hands, and in all cases 
delicately.”’ Always there seems to have been, and still 
to be, a tendency for two divisions to form in the massage 
world-—one the heavy rubbers, and the other the light 
rubbers and passive motionists. 

In the Greek, and also in the Roman, world, massage 
formed a necessary complement to the toilet of the bath, 
and there were slaves who were specially trained for these 
duties. Apart from these there seems to have been a 
regular profession of rubbers competing with, and often 
superseding, the physicians of the period. Compare those 
times with these! We still have the heavy-handers in 
the athletic trainers and in the masseurs of the physical 
training institutes (to which, by the way, doctors and 
insurance companies still send patients for ‘‘ massage ’’), 
and in some of the regularly trained masseurs ; and have 
we not got the light-handers in others of the trained, and 
in those who combine passive motion with their massage 
—namely, the osteopaths, bone-setters, and chiropractors, 


word massage 


who are clamouring for registration? 


Its Use in Recent Injury 

my opinion, plays 
a useful part, both in sprains, fractures, dislocations, 
and septic compound wounds. In a recent sprain early 
massage—effleurage and pétrissage—will expel the exudate 
round the torn ligament, and this is followed by the 
application of a pad and bandage. Early use of the limb 
is the next step, but though the use should involve all 
the adjacent joints, the affected ligament should be, by 
strapping, bandaging, or, for example, wedging one of the 
shoes, protected against fresh re-straining. Sprains treated 
in this way do much better than in the more common 
which gives rise to the 
from the undispelled 


For recent trauma massage, in 


plaster-of-Paris immobilization, 
formation of painful adhesions 
exudate. 

In fractures early effleuvage to the site of fracture is 
of the greatest comfort, and very useful. Under the 
influence of gentle, caressing stroking the muscles relax 
and lose their spasm, and the exudate—even a large 
haematoma—will palpably diminish in size and tenseness 
with twenty minutes’ effleurage. After this one proceeds 
to reduction, with or without anaesthesia. In the splints, 
if one uses those of Thomas, there is always some bare 
flesh which is available for the gentle stroking, either as 


homework or at the hands of the masseuse. I do not 
ask or allow the masseuse to remove splints in the first 
three weeks of massage. I deem it my duty to do this. 


In dislocations carly effleurage reduces the exudate and 
lessens the likelihood of future adhesions. Against these 
one takes the precaution of asking for a guarded, assisted 
active movement of the joint once a day in selected joints. 


its Use in Long-standing Cases 

So much for recent injury treatment. In old-standing 
injury stiffness is the symptom which evokes, almost 
automatically, alas! the mental association of “‘ hot air 
and massage,’’ which, as we have seen, loosely used and 
loosely applied means heat, friction, and passive move- 
ment. But the stiffness may be due to bony block, as 
after imperfect reduction of an elbow, or as a result 
of myositis ossificans, very common in an_ elbow 
injury, or traumatic suppurative arthritis, or ankylosis. 


. 
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Massage would be either useless or dangerous for any of 
these conditions. If oedema or skin thickening presents 
itself in the generalized stiffness after too prolonged or 
incorrectly applied immobilization, or in convalescence 
from compound wounds or sepsis, or from fracture, daily 
massage improves the circulation and reduces the thickness. 


Heat 

The part played by heat now comes for consideration, 
and here one is confronted with an endless array of 
methods and contrivances to reproduce and exploit that 
comfortable feeling which heat gives to the injured part. 

It is handiest in the form of diathermy. This gives us 
penetration of heat into the tissues, and heat brings 
hyperaemia—which is favourable to callus formation in 
bone—and the absorption of excess exudate in the ad- 
jacent soft tissues, which form obstacles to muscle use 
later. One great advantage of it is that it can be given 
with the splints in position. You will no doubt hear from 
someone enthusiastic for diathermy a great deal more 
about its virtues and the cures it helps to effect in septic 
conditions of hands, etc. 

What are called ‘‘ hot-aiy machines’’ are appliances 
fitted with several incandescent lamps and metal reflectors, 
and provided with a thermometer. The air in the 
chamber becomes heated to 180° or 200° F., and the heat 
is very penetrating. A limb may be heated for fifteen to 
thirty minutes, but care is necessary to avoid overheating, 
especially in anaesthetic areas. In old scarring, whether 
superficial or deep, in indolent sluggish wounds which are 
not actually inflamed, in fibrositis, or in non-active 
arthritis, such an apparatus has a use, and is worth 
acquiring by any practitioner. 

Hot water, rightly used, is valuable. Sponging in hot 
water for a prolonged time—ten to twenty minutes— 
overcomes spasm, increases circulation, and _ induces 
hyperaemia. In the ultra-violet lamp we have a method 
of employing heat which has a great value in rickets, 
and a value in Paget’s disease, and is no doubt useful 
in traumatic work, for any case requiring heat and a 
general tonic effect. An arm and a leg bath for a warm 
running-water bath comes into use for bad open wounds, 
compound fractures, and septic cases. In the ‘‘ whirl- 
pool ’’ bath heat and gentle massage are combined. 

The last two, though they have fallen into neglect, are 
worth reviving. Sun bathing and hot sand baking are 
available, and are used naturally by people themselves 
during convalescence. For a stiff hand bathing in hot 
soapy water for seven minutes three times a day is quite 
one of the most useful forms of hydrotherapy 1 know. 
It is ‘‘ homework.”’ 

Contrast baths, by means of which one gives ‘‘ gym- 
nastics to the arterioles,’’ form an exceedingly valuable 
home remedy for sluggish circulation, oedema, etc., after 
old injuries. Dry heat before massage, and moist heat 
(baths) before muscle re-education, is a good general rule 
to follow. 

Electricity 

Successive waves of high hopes of curing by applied 
electricity have passed across the medical world, but they 
have now receded, leaving behind little of great value. 
After galvanism and faradism there was the “ static 
wave,’ and towards the end of the war came the inter- 
rupted sinusoidal currents. Now, I am informed, we are 
threatened with a ‘‘ wireless wave.”’ 

It often happens that when fracture cases come to the 
orthopaedic surgeon, or to the physiotherapeutic depart- 
ment, the stiffness from immobilization has reached a 
point where cortical (voluntary) control of muscle action 
seems to be gone. The ‘“‘ wires are down’’ between 
brain and muscle. Absence of effort to use, the hurt 
produced by the effort to use and the consequent disuse, 








56 Jan. 11, 1936 


joint stiffness from adhesions and consequent reflex in- 
hibition of muscle action, have all helped to bring about 
this state of affairs. For such as these it Seems 
to for muscle action. They refuse to believe they 
can move a muscle. The Bristow coil, which uses inter- 
rupted high-frequency faradic current, and is capable of 
producing painless muscle contractions in a most natural 
manner, demonstrates to this person that the muscle can 
still move, without and 
without his good will. 

The latter is a most important point in dealing with the 
over-cautious laggard, who is as yet neither neuropath 


useless 


ask 


even his. will, even, indeed, 


nor malingerer, but is capable of becoming either, accord- 
ing to handled. This type of patient is 
common enough to-day among persons insured against 


how he is 
accident. Having shown him the muscle movement, the 
next to make mental effort to move it 
coincide with the movement imparted by the machine, 
until he learns gradually to do it for himself. The Smart 
machine is, I am informed, a recent improvement on the 
and currents are brought 
first, for testing purposes in peripheral nerve 
injuries, and, secondly, for treatment of the 

A reaction of 
what 


thing is his 


Bristow coil. Galvanic faradic 


into use, 
same, 

degeneration seems to me only to confirm 
Its 
presence gives us no clue as to whether recovery can oi 
cannot take 


one already knows by clinical observations. 


place. 


For example, I was recently called upon to treat a case in 


which there had been operative traction on the fifth and sixth 


cervical nerve roots. The arm was splinted in an abduction 
arm splint—the report from the physiotherapist stated: 
“R.D. present.’’ No electrical stimulation was given. In 
n weeks no recovery was present; in the eleventh week 





I 


recovery began, and was eventually complete. 


Faradic testing remains as a 


standby in 
Galvani 


separating 


organic from functional nerve lesions. stimula 
tion is asked for in post-operative treatment of nerve 
suture, provided the paralysed muscle can be stimulated 
without the current affecting the non-paralysed muscles. 
It is very useful, for example, in keeping the interossei 
from wasting too much whilst awaiting the repair of an 
ulnar nerve lesion. Of the use of painful stimulation by 
faradic current in functional may 


that in skilful hands it prepares the ground for the psycho- 


disabilities, one say 


therapist—who does the real work. For malingering it 


has a distinct use, as, too, has the cold needle douche. 


Passive Movement 
of 


in which it is used 


This is the difficult and most dangerous all 
physiotherapeutic measures. The 
and does no harm would have got better with natural use 
In the cases in which it is used un- 
Should it not be 
surgerv? It 
diagnosis before it can 
moving the not yet 
(which Thomas’s test 


most 


Case 


or active exercises. 
wisely it produces calamitous results. 
removed from physiotherapy and put into 
calls for the greatest certainty of 
be used. The pitfall consists in 
sufficiently re 


overed aruculation 


of recovery would have enabled us to detect). 

Take, for example, the case of the elbow injury already 
quoted, this time imagining a Y-fracture into the joint. 
that 
the early stiffness requires overcoming by 
the to run the 


masseuse on each of the 


To subject this joint to early passive motion is; LO 
that 
pump-handling ”’ 
The 
days in getting, 
the 
gradually 


assume 
risk of 
first 
carefully, nearly full extension, but 
the range of of 

becomes gradually the 


and masseuse, 


joints—is 
ruining it. succeeds 
1Cew 
as instead 
, and 


days go on movement, 
increasing, less 
movement itself hurts The 


anxious to earn her fee by her zeal, redoubles the effort 


more more, 


to ‘‘ get more movement.’’ The granulation tissue had 
not, when the movement began, reached the necessary 
stage of avascularity. Movement caused fresh exudate 
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of plastic lymph, which, by the following day, was begin. 
ning to organize its own system of capillary loops. The 
articulating surfaces become glued together entirely by 
this new, and renewed, exudate. A final effort to move 
the joint produces avulsion of the articulating cartilages, 
and the ruin is complete. The final stage, one admits, 
is not usually accomplished until an anaesthetic js given 
and the joint forcibly moved ‘‘ to break down the ad. 
hesions,’’ and this, of course, is not done by the masseuse. 

To avoid such ills one should remember, first, to put 
back to rest any joint whose range of allowed natural 
motion is decreasing, and, secondly, never to manipulate 
under anaesthesia any joint which has little or no free 
movement in it. Post-traumatic adhesions are apt to 
follow sprains, fractures, and dislocations, etc. ‘ They 
suggest, but do not always imply, defective treatment,” 
One prevents them, if possible, by one movement once q 
day. One deals with them after formation by assisted 
active movements—that is, they should be stretched as 
much as possible with an active movement, to which js 
After three 
months they are best dealt with by manipulation under 
and therefore not belong to the domain 
of physiotherapy, though the masseuse will be called upon 
for the after-treatment of putting the patient through 
the full range of movement for several days after the 
operation of manipulation. 


then added a modicum of passive stretching. 


anaesthesia, do 


Active Motion 


In this lies the sap of the matter of physiotherapy. It 
is only active motion that restores function to a part, 
Active motion for effort. No massage, 
no heat, and no machines can, from the outside, bring 
back active motion. That is why the post-war temples 
of physiotherapy collapsed, and that is why it is unneces- 
sary to spend much money on elaborate equipment. . The 
Bones and joints exist 
Life itself is only ex- 
pressed by motion, and muscles produce motion. 

When a limb is injured in any but the most trivial way 
There 


calls voluntary 


secret is, it is muscles that matter. 
only as the servants of muscle. 


there is some affection, some wasting of muscles. 
may be direct muscle injury, or interference with its blood 
supply or with its innervation. The wasting may bea 
reflex from remote injury or from disuse alone. 
But whatever the cause these muscles have less 
strength and respond more slowly to impulses than their 
The skill of the physiotherapist is 
here required to get the least possible interruption of 
function whilst repair is taking place. The splint imposes 
certain restrictions, but all movements not restricted by 
the splints should be encouraged. The earlier function is 
resumed the better the chance of complete recovery. 

Let us compare the results in Colles’s fracture. In one 
case the fracture has been treated in a splint coming well 
up on to the palm, and the patient has had no advice or 
The other has had splints 
applied to the forearm (but leaving the hand free), and 
has been told to peel a potato on the fifth day. Five to 
nine months is the period of disability of the former, as 


some 
wasted 


less wasted fellows. 


incentive to move the fingers. 


many weeks that of the latter. 


Muscle Re-educaiion 

The principles of muscle re-education are the same for 
traumatic cases as they are for poliomyelitis. It is only 
a question of amount and degree. There is the posturing 
by a splint, to favour the weak muscle and check the 
action of its antagonist ; there is the giving the muscle 
a minimal task ; and there is the gradual daily increment 
of work. It demands an intimate acquaintance with each 
and every muscle and its action. ~ 

It was Colin Mackenzie, in this city of Melbourne, who 
first accomplished the task of working out for each muscle 
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one, and only cne, definite action. By his comparative 
anatomy studies of the Australian fauna he enriched our 
knowledge of the evolutionary history of the muscles, and 
first worked on the lines of restoring weak muscles by 
making them climb the ladder of evolution again, from 
the horizontal to the upright position. This is an art 
dificult to acquire and difficult to teach, and those who 
possess it require designation by some other name than 
“masseuse ’': they are more than kneaders. My prefer- 
ence would go to the word ‘‘ myologist’’ asa name. The 
equipment required would be a warm room, a table, a 
few pillows, and a polished board. She would look at 
the case from the point of view mainly of function. 

As a sample of her work iet us watch her methods of 


dealing with, say, a musculo-spiral nerve palsy. The 
patient is, of course, wearing a cock-up wrist splint. This 


has been taken off. Muscle re-education starts with the 
hand in full supination. As soon as the extension of the 
wrist can contract in this position pronation is added 
until the mid-position is reached, the last stage being 
accomplished when the contraction can take place in full 
pronation. If you want to form an idea of whether you 
have got the right sort of person to help you, watch her 
at her work on a weak hand and see if she exercises the 
lumbricals and the interossei, the finger flexors, and the 
finger extensors adequately and correctly. 

Re-education of the grip is best done by training the 
flexors (sublimis and profundus) to contract as if in grip- 
ping a golf club—that is, with the metacarpo-phalangeal 
joints extended. The lumbricals are trained by flexing 
these joints while the interphalangeal joints are kept 
extended. The long extensors of the fingers, which 
according to Mackenzie act only on the metacarpo- 
phalangeal joints, are trained by flexing and extending 
these joints while the interphalangeal joints are kept 
flexed. The interossei are dealt with by alternately flexing 
and extending the interphalangeal joints while the meta- 
carpo-phalangeal joints are kept fully flexed. Both these 
actions are taught first in supination and then in _pro- 
nation. The lateral movements of the phalanges are best 
taught by fixing posterior splints lightly over the dorsum 
of the fingers. The hand is then placed flat on a smooth 
board, and abduction and adduction are practised. This 
is the kind of work—active motion—which would diminish 
greatly our annual crop of stiff hands. 

Along with the particular work on particular muscles is 
the need of keeping alive the sense of co-ordination in the 
adjacent uninjured muscles and joints. In other words, 
when working on a hand one thinks of the elbow and 
shoulder. In old cases, the cases the orthopaedic surgeon 
sees, the whole limb may be stiff and useless just because 
the hand is affected, and the effort to bring it back 
requires encouragement of the shoulder action first, then 
elbow action second, the principle being to commence on 
the coarse movements and proceed to the finer. 

In foot and back injuries and their sequelae one finds 
a disturbance of balance in weight-bearing as a painful 
For example, a strained sacro-iliac joint causes 
protective muscle spasm of the erector spinae, the glutei, 
and the hamstrings on the affected side, with elongation 
of the muscles of the opposite side. To prevent this 
occurring, or to help correct it when established, we 
employ remedial exercises. This, in orthopaedic practice, 
is a highly important and technical branch of the work. 
It and muscle re-education occupy most of the time of 
the modern masseuse, or shall we call her ‘‘ myologist,”’ 
or ‘‘ physiotherapist ’’ ? 


Occupational Therapy 
For all but the ideal patient occupational therapy has 
a definite and large part to play. Its importance in 
industrial accident and workers’ compensation cases can- 


. 
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not be overestimated. It is the post-war application of 
the war-time lesson of the ‘‘ curative workshop.’’ Even 
the best of us is the better for objective work during 
convalescence from an injury, something to throw the 
interest from the hurt limb (which interest has been 
maintained by splinting, exercises, and what not) into 
some outside object, in the making of which the hurt limb 
has to be used—however clumsily. Raffia work, clay 
modelling, rug making, chair caning, leather work, wood 
carving, and book binding, to name but a few on the list, 
are avenues which open up interest, demand bilateral 
manipulation (a great help), and hold the interest by 
the joy of creation. 

It is rather too much to ask the already overburdened 
masseuse to be a multi-craftswoman, but she can point 
the way to this avenue. In practice the advice to a 
person with stiff fingers to buy a pound of putty or 
modelling clay and, after working it up, make a simple 
thing, such as an ash-tray, generally succeeds in arousing 
interest. For its proper development this branch should 
be under the control of a specially trained exponent of 
the art of occupational therapy. In a large accident hos- 
pital there should be such a person, and a sub-branch of 
it should have to do with vocational training for new jobs 
for persons unable by the nature of their injury to pursue 
their old work. 

Conclusion 

This ends my description of the subject as it appears 
to me. Reviewing the subject of our discussion, my 
findings are: first, that the essential processes of repair 
after injury take place independently of any of the 
artifices of physiotherapy, and, secondly, that the true 
role of physiotherapy in the treatment of injuries is to 
help the hesitant to help themselves. 





PHYSIOTHERAPY IN THE TREATMENT OF 
INJURIES IN ORTHOPAEDIC PRACTICE * 


BY 


S. A. S. MALKIN, M.B., B.S., F.R.C.S.Ep. 
SURGEON IN CHARGE, HARLOW WOOD ORTHOPAEDIC HOSPITAL, 
NOTTINGHAM 


In discussing the role of physiotherapy in the treatment 
of injuries in orthopaedic practice, it is impossible in a 
short space to do much more than deal with the subject 
in general terms. 

If an unbiased observer could visit unselected hospitals 
in Great Britain and Europe he would find that among 
surgeons there exist two opposed—though not diametric- 
ally opposed—schools of thought. Taking the treatment 
of fractures as an example, there are, on the one hand, 
those who believe that with adequate fixation and a little 
simple instruction and encouragement a patient who 
has sustained an ordinary or simple fracture should be 
able to perform for himself all that physiotherapy .could 
do. On the other hand, there are those who believe 
that physiotherapy is so important in the treatment of 
fractures that the sooner it is begun the better, for only 
so can unnecessary stiffness be prevented and a speedy 
return to the normal be ensured. 

It would seem, therefore, that in this, as in most 
matters, the middle course is probably the correct one, 
and that while physiotherapy in its widest sense is of 
value in the treatment of some injuries and some fractures, 
it must be used, not as a routine, but with discretion 
after considering the individual needs of each case. 





* Read in opening a discussion in the Section of Orthopaedics 
at the Annual Meeting of the British Medical Association, Mel- 
bourne, 1935. 
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It will be remembered that the British Medical Associa- 
tion appointed a committee to consider fractures, and 
that this committee issued its report in February last. 
Referring to the subject of physiotherapy that report 
states: 

“ Excellent primary treatment is of little avail in many 
fractures unless it is followed by a phase of active exercise 
directed to a complete restoration of function ; it is this latter 
phase which is so commonly absent. This remedial treatment 
must be primarily active in nature, concentrating on the per- 
formance of tasks rather than passive submission to massage. 
The committee believes that massage staffs should con- 
centrate on securing the active co-operation of the patient, 
and on teaching, stimulating, and encouraging him to under- 


take his own remedial exercise.’’ 


Most orthopaedic surgeons will be in agreement with this 
statement, and I think it may be taken for granted that 
physiotherapy has a definite part in the treatment of 
injuries. The essential point, however, is to ensure that 
it is used to the greatest advantage. 

Success in the treatment of fractures, and of 
all injuries, depends to a large extent on continuity of 
treatment of each individual On this matter the 
B.M.A. report states: 


‘As a rule, on leaving the ward the patient is referred to a 


indeed 


case. 


massage department under the charge of a different officer, 
who has taken no share in the earlier treatment. Union of 
the fracture is thus the signal for a complete break in the 
continuity of treatment; those responsible for the initial 
treatment do not know the end-results of their cases ; and 
those who see the end-results do not know how the cases 
were treated in the early stages. There is no one individual 


to follow the case from start to finish and to feel pride or 
disappointment in the final result.”’ 

This, of course, applies equally to out-patient cases and 
to injuries which are referred to a special and independent 
physiotherapy department. 


Continuity of Treatment 
If continuity of treatment is so essential to success 
the question may naturally be asked whether physio- 
applied without interfering with this 
is quite clear that this is possible. 


therapy can be 
principle. Now it 
There are three obvious methods, any one of which, if 
adopted, would preserve this principle : 

1. The physiotherapy department should be under the 
charge of the surgeon responsible for the traumatic surgery 
of the hospital. 

2. The officer in charge of the physiotherapy depart- 
ment should be a member of the team dealing with all 
traumatic cases. 

3. An appropriate number of masseuses should be de- 
tached the work of the physiotherapy 
department to be responsible to, and under the control 
of, the surgeon in charge of these cases. 

By of these methods that common 
cause of wasted effort, divided responsibility, would be 


from ordinary 


, 


adopting one 
avoided. 

Continuity of treatment in my view, however, includes 
certain additional factors, and of these the most impor- 
tant are 
ination by the surgeon responsible. 


a careful selection of cases and regular re-exam- 
There doubt 
that physiotherapy has sometimes come into disrepute 


is no 
because these factors have not been carefully provided 
for. For example, a man with a stiff finger 
either amputation or other operative treatment is «ome 
times advised and given physiotherapy although there is 
no possibility of achieving any result. A careful selection 
of prevent this from Patients 
sometimes undergo treatment in a physiotherapy depart 


needing 


cases would occurring. 
ment for long periods without re-examination, and as a 
result they become hospitalized ; not only do they not 
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improve, but they reach such a state of mind as almost 


to prevent further improvement. 
by regular re-examination. 


This would be avoided 


Rehabilitation 

It will be remembered that during the war workshops 
were attached to most military orthopaedic hospitals, 
where men who were not able to return to civilian life 
could undertake useful and interesting work, thus im- 
proving their physical condition and preventing that 
degeneration of morale which so often accompanies lack 
of employment. In civilian life the man who is certitied 
to be fit for light work, and who is engaged in an industry 
in which it is impossible to provide this, is placed in a 
very difficult position. For this type of case rehabilita- 
tion centres corresponding to the war workshops are 
urgently needed. They would enable a man to regain 
his full working capacity as soon as possible, and if they 
could be established and conducted in conjunction with 
physiotherapy departments they would be of great value. 


Summary 

My conclusion is that physiotherapy, particularly that 
aiming at re-education, has a most important part to 
play in the treatment of injuries. It should be arranged, 
howevér, so that there is no interference with continuity 
of treatment, and it should be carefully supervised. In 
many cases its usefulness would be increased by associa- 
tion with a rehabilitation workshop. 
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Potassium permanganate is so widely used and _ readily 
obtained that its toxic properties are easily overlooked. 
In England fatal cases of poisoning are fortunately rare, 
but not a few cases, some fatal, have been reported from 
the Continent. Popper! has recorded twenty-six authenti- 
of poisoning, the majority among women 
suicides. Starkenstein* reported a single case in which 
death occurred from complications, while Leschke’ 
mentions two cases, in one of which death occurred from 
15 to 20 
recorded 


cated cases 


syncope following the ingestion of a dose of 
grams of the pure crystals. Three 
in English toxicological literature, including the non-fatal 
case of Hawthorne,* where apparently 22 (1.43 
grams) were ingested as pills. In yet another case’? 15 
to 20 grams of permanganate dissolved in water were 
taken ; heart symptoms developed, but recovery followed 
treatment and the administration of 
a cardiac tonic. 

In Cyprus at least one case of attempted suicide, by 


cases are 


grains 


by gastric lavage 





a European woman, occurred in 1933, although there 
were probably. others unknown to the authorities. In 
this strong of potassium permanganate 
was taken in unknown amount. The patient showed the 
usual symptoms of this type of poisoning, but after four 
days’ treatment in hospital made a complete and un- 
eventful recovery. In all these cases the poison was 


case a solution 





taken by the mouth, either in the form of pills, crystals, 
or a concentrated solution, but the fatal which 
presumably must be large, is not known. After ingestion 


dose, 
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the poison attacks particularly the heart, the circulation, 
and the central nervous system. 

The signs and symptoms of acute potassium perman- 
ganate poisoning have been well described in vivo? * and 
post mortem,’ so that little need be said here. It is 
interesting to note, however, that in severe cases, such 
as that of Box,* the destruction of tissue was so extensive 
as to suggest an alkali corrosive. Nevertheless, the burns 
produced by potassium permanganate and their sequelae 
show important differences irom those of the caustic 
alkalis which were recently described by one of us.® 


Medicinal Uses of Permanganate 

Potassium permanganate is the only official salt of 
manganese, the 4.P. dose of which is 1 to 3 grains (0.06 
to 0.2 gram), and it is not included in any schedule of 
poisons. By reason of its oxidizing action in acid 
or alkaline solution it is valued for its disinfectant, 
deodorant, and germicidal properties. In dilute solution 
it is a safe internai as well as external disinfectant, as 
is shown by its being utilized for washing out the 
stomach in cases of poisoning by alkaloids (especially 
morphine and opium) and by cyanides. In the solid 
state it is an effective local remedy in all kinds of snake- 
bite, if applied immediately ; its use in very dilute 
solution as a gargle, mouth wash, and for vaginal injec- 
tion, and in stronger concentration for urethral irrigation 
in gonorrhoea, is well-accepted practice. In the last- 
named condition, according to Burke,’ irrigation with 
permanganate of no definite strength was practised during 
the war, since the urethra gradually acquires toleration 
to it. Here the time factor and the concentration are 
evidently the most important considerations. Potassium 


genito-urinary mucous membranes, and solutions of 1 in 
5,000 have been employed for producing transitory anaes- 
thesia of the urethra, thereby allowing the painless 


passage of sounds.’ 


Toxic Actions 

Although one of the safest disinfectants when used in 
proper strength, it is easy to overlook the fact that 
potassium permanganate possesses a definite though low 
toxicity. Even dilute solutions may cause irritation to 
the stomach, while concentrated solutions inflame the 
mucous membrane, and may even induce gastro-enteritis 
(Dixon). It is also within our experience that, follow- 
ing a vaginal injection of a strong solution of perman- 
ganate in error, abortion has resulted in early pregnancy. 
Other experiences shown that, although not a 
corrosive, potassium permanganate, as a solid or in concen- 
trated solution acts as a severe irritant. The toxic effects 
of potash the heart muscle and the central 
nervous system have been ascribed by pharmacologists 
to the K ion, and this would seem to be the case with 
potassium permanganate. 


have 


salts on 


Record of Case 

The distinguishing feature in the case reported here 
was that the permanganate was not ingested per os, but 
was self-injected through the urethral canal, the total 
amount of solution brought in contact with the tissues 
of the urethra and bladder being not less than 200 c.cm. 
of a 10 per cent. solution, equivalent to 20 grams of the 
solid salt: 
A mechanic in an asbestos mine, aged 23, had _ sexual 
relations and became afraid of infection. Hearing that irriga- 
tion of the urethra with permanganate solution was a pre- 


ventive against gonorrhoea, he bought 25 grams of the 
crystals and carefully dissolved the whole amount in a 
teacupful of water. He then proceeded to make urethral 


POTASSIUM PERMANGANATE POISONING 





Tue Brittsa 59 


Mepicat JouRNAL 











irrigations by means of a smail rectal syringe. After the first 
three irrigations during the morning of February 24th he 
experienced a severe burning sensation in the urethra and 
difficulty in passing urine. In spite of these symptoms he 
continued the irrigations throughout the next day, and 
was finally brought to hospital as a stretcher case on 
February 26th. 

The patient was in a state of severe shock, though fully 
conscious, but the voice was aphonic. The skin was pale, 
and the mucous membranes were livid. There was consider- 
able sweating, the pulse rate was 120, and the temperature 
was 98.8° F. The knees were drawn up to the abdomen, 
and movements of the lower limbs caused severe pain in the 
abdominal area, which was soft and presented some défense 
musculaive in the pelvic region. The bladder was palpable 
and distended up to the navel; urine could not be passed. 
The heart showed signs of acute weakness, and the respiration 
was quickened to 36. The spleen was enlarged by chronic 
malaria. The pain in the bladder was so severe that repeated 
injections with morphine gave no relief. 

A No. 2 catheter was introduced, through which passed 
1,350 c.cm. of sanguineous urine, which contained nucleo- 
protein and numerous red cells interspersed with a few white. 
By the evening of the same day the temperature had increased 
to 103.8° F., and signs of peritonitis appeared. Next morn- 
ing the temperature was 101° F., but it rose again to 
103.8° F. in the afternoon, and death ensued at 8.30 p.m. 
the same day, four days from the time the permanganate 
irrigations began. During the two days of observed illness 
the frequency of the pulse was never less than 118, and a 
few hours before death it rose to the exceptional figure of 
180 per minute. 

At the post-mortem examination next morning there were 
no unusual external appearances, and rigor mortis was 
present in all parts. Slight oedema of both lungs was noted, 
and the liver was apparently normal; the spleen was hard 
and enlarged to about twice the normal size, and both 
kidneys showed some enlargement. Ascending from the 
bladder to the umbilicus there was adhesive peritonitis, and 
the bladder was much distended, hyperaemic, and acutely 
inflamed, its walls being hard and devoid of elasticity. It 
contained 200 c.cm. of sanguineous urine. On the mucous 
membrane there were burns ranging in size from a pinpoint 
to a half-crown ; they occurred especially near the urethral 
orifice, and to some extent in the urethra. The mucous 
membrane was reddish brown, scorched in parts, and 
oedematous and intensely congested in the non-destroyed 
areas. Unfortunately it was not possible to make further 
investigation of the histology of the organs affected. 


Summary 


Potassium permanganate, although one of the safest 
internal and external disinfectants in correct dilution, 
has toxic properties when used in concentration, and may 
even cause death, as has been shown by a review of the 
available literature. The fatal dose is not known, but 
it is seen from the reported case that 20 grams have 
proved fatal when injected through the urethral canal. 
Vaginal injection of a concentrated solution has also 
caused abortion. Consideration of its many uses empha- 
sizes the necessity for its application in the correct dilu- 
tion for the particular purpose ; otherwise, it may act as 
a severe irritant poison. 

We are indebted to Dr. D. Dimitriou for some patho- 
logical details, and to the manager of the Cyprus and General 
Asbestos Company for permission to publish these findings. 
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Clinical Memoranda 


Hydrocephalus Associated with Anaemia: 
Recovery 
The following case is in my opinion of sufficient interest 
and rarity to merit notice. 
aged 16 months, 
and impairment 
maintained 


In August, 1933, I was shown a male child, 
with enlargement of the head, convulsions, 
of vision. He had been norma! at 
fairly good health till 1 year of 
lose his appetite, became peevish, and was generally con- 
stipated. Later on he interest 
in his toys and surroundings. It 
head was becoming bigger and out of proportion to the rest 


birth, and 


age, when he began to 
sluggish, and lost all 
was then noticed that the 


grew 


of the body. These symptoms gradually intensified, and were 
followed by convulsions and loss of 
stage that the child came under my observation. There was 
nothing of importance in the family history. The 
The patient was the third and youngest child ; 
healthy, but the second had died 
of 6 months. My patient 


vision. It was at this 


parents 
were healthy. 
the eldest was alive and 


from infantile diarrhoea at the age 


had been breast-fed throughout, and was still mainly on 
mother’s milk 
On physical examination the head was found definitely 


enlarged ; both fontanelles were patent, the anterior measur- 
the optic disks revealed 
atrophy of the 


Examination of 
with 


ing 5 by 4 cm 
the presence of papilloedema nasal 
The pupils were dilated, and reacted very sluggishly 
and the plantar reflex 
The child had frequent attacks of 
upper limbs ; they 
became generalized, and were accompanied by loss of con- 


There was no other abnormalit+7 in the nervous 


halves 
to light. The deep reflexes were brisk, 
was of the extensor type. 
localized convulsions in the occasionally 
sciousness. 
system or in any other system, except that the child looked 
very anaemic. Blood examination in the pathology depart- 
ment of King George’s Medical College revealed the following 
picture: total red blood cells, 900,000 per c.mm. ; total white 
blood celis, 12,640 per c.mm.; haemoglobin, 10 per cent; 
The blood film showed poikilocytes, microcytes, and a few 
normoblasts. The Wassermann reaction was completely 
legative. 

Since nothing could be 
tion the child was mainly treated for anaemia on the following 
lines. He was put on milk, fruit juices, fresh liver 
juice, an iron and copper mixture, and just enough white 
mixture to keep the bowels well open. The anaemia responded 
quickly, and the child began to improve in general health. 
To my great surprise the improvement in the blood condition 
was soon followed by amelioration and gradual disappearance 


done for the hydrocephalic condi- 


cow's 


of the hydrocephalic symptoms. The convulsions were 
lessened, and completely ceased in about two months’ time. 
The vision gradually returned, and a year later, when the 


red blood cell count had increased to three and a half millions 
child looked 


more or less normal 


almost 
pro- 


cent. haemoglobin, the 
head had 


the posterior fontanelle had closed, and the anterior, 


with 50° per 
normal. The assumed 
portions ; 
though still open, was much smaller. 


walk, 


and is 


Ihe child is now aged 3; he has learnt to 
able to speak a few words. He looks normal in all respects, 
except that he has been set back by about a year in his 


general development. 
COMMENT 

The chief interest in this case of acquired hydro- 
cephalus lay in the unexpected recovery which immedi- 
followed the treatment of the 
This naturally that the 
cephalus might been secondary to the anaemia, 
from which the child began to suffer at about the age 
of 1 year, and which was quite severe when the symptoms 
of hydrocephalus made their appearance. It is not yet 
settled 
result of 
choroid plexuses. 
feasible that a highly hydraemi 
—as is present in severe anaemias 
an increased production of cerebro-spinal fluid and hydro- 


ately successful anaemi¢ 


condition. suggested hydro- 


have 


whether the cerebro-spinal fluid is formed as a 
“filtration ’’ or secretion ’’ at the 
If the first view is accepted, it seems 
condition of the blood 


simple 


might easily lead to 
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cephalus. The wonder is that one does not see such 
cases more often. In fact, such an association must be 
very rare indeed, for anaemia is not mentioned in the 
medical textbooks as a cause of secondary hydrocephalus, 
nor could I trace any other similar case in the literature 
available at Lucknow. The exact cause of the anaemia 
remained obscure, but most probably it was of the type 
of the nutritional anaemias of infancy. 
B. B. Buatia, M.D., M.R.C.P, 


King George’s Medical College, 
Lucknow. 


Epilepsy Major Complicating Rheumatoid 
Arthritis Cured by Appendicectomy 


consulted me for 


There was 


A young lady, a typist aged 28, 
rheumatoid arthritis about 
marked deformity of her fingers, wrists, and elbows, and 
even grosser deformity of her feet and ankles, with a 
typical pes planus. There marked limitation of 
movements at the affected joints, especially at those of 
the ankles and feet. She complained of severe pains all 
over her body, but much more marked in the affected 


two years ago. 


Was 


joints. I learnt that her complaint began seven years 
ago, following a chill which she contracted. She also 
suffered soon afterwards from mild epileptic attacks. 


Her attention was centred, however, upon the joint pains, 
which were very distressing to her, and which prevetited 
her from working. 
Focal SEPSIS 
A careful examination was made in the hope of finding 
and eradicating any focus of infection that might have 
been responsible for the rheumatic infection. Her tonsils 


were markedly infected, and these were accordingly 
removed in April, 1934. Meantime she was _ having 


general anti-rheumatic treatment, which eased her pains 
somewhat, and considerably improved the swelling and 
deformity of her joints. 

On the night of November 7th, 1934, I was called in 
to see her. She then suffering from very severe 
epileptic convulsions. Her mother told me that she had 
had numerous attacks during the day, which had become 
longer duration, towards 


Was 


increasingly severe, and of a 
evening. 

I remained with her for some time, and on examination 
found that she was suffering from an acute pain in the 
right iliac fossa. There was also extreme tenderness and 
rigidity in that region. The pains were spasmodic in 
character, and each spasm was followed by an epileptic 
attack with convulsions typical of the successive tonic, 
clonic, and coma stages. There was also loss of sphincter 


control and unconsciousness. 


OPERATION 
I had the patient removed to a nursing home that night, 
and her appendix was removed the following morning. 
The appendix was surrounded by a dense mass of adhesions, 
The appendix 
lumen an 


involved the neighbouring structures. 
itself was greatly dilated, and 


inspissated mags of organic faecal matter and a quantity of 


which 
contained in its 


muco-purulent fluid. 

The patient has since made a speedy and remarkable 
recovery. Elbows, feet are 
practically normal, with just a little residual swelling 
of a few of the interphalangeal joints. She has had no 
recurrence of the attacks of epilepsy since her appendicec- 
tomy, and is now able to live a normally happy life, 
I saw her quite 


wrists, fingers, ankles, and 


dancing and enjoying outdoor games. 
recently, and she is now seeking employment as a typist 
again, after being incapacited for seven years. 


Belfast. E. OLIVER Brake, M.B., B.Cu., B.A.O. 
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British Medical Association 


CLINICAL AND SCIENTIFIC PROCEEDINGS 


ROCHDALE DIVISION 


Recent Advances in Neurology 





Ata meeting of the Rochdale Division, held at Rochdale 
Infirmary on November 8th, 1935, with Dr. A. Dickson 
in the chair, Dr. F. R. FerGuson (Manchester) gave a 
lecture on ‘‘ Recent Advances in Neurology.’’ 


Dr. Ferguson said that, while no striking new dis- 
coveries in diagnosis or treatment could be recorded in 
the last year or two, methods of diagnosis had been con- 
siderably improved, and had certainly led to notable 
advances in treatment. Recently, he said, a cause of 
epilepsy had been recognized in soldiers returning from 
service in the East. The disease was due to cysticercosis, 
and MacArthur at Millbank Hospital had been able to 
establish in some eighty to 100 cases that the epileptic 
attacks were due to the presence of the cysts of the 
parasite in the brain. The presence of cysts was not easy 
to demonstrate radiographically in the brain, but in other 
parts of the body they were easily shown by Y rays. 
Treatment, unfortunately, could only be symptomatic, 
removal of the cysts not being practicable. [The rela- 
tion of cysticercosis to epilepsy was discussed in the 
Journal of December 21st, 1935 (pages 1214 and 1229. | 

The question was frequently asked whether psycho- 
therapy was of any benefit in epilepsy. The lecturer 
thought that it was distinctly useful in those types in 
which emotional disturbances were predominating factors 
in the attacks. 

Another interesting observation was the relation 
between boxing and cerebral disturbances. The recurrent 
traumata to the brain chiefly incurred by “‘ sparring 
partners ’’ gave rise to a number of nervous lesions: 
Dr. Ferguson instanced “‘ punch ’’ drunkenness, epilepsy, 


and, in some cases, a _ progressive degeneration to 
Parkinsonism. Lumbar puncture frequently gave rise to 


headache some twenty-four to forty-eight hours after. 
This was generally attributed to lowered pressure in the 
spinal fluid. Recent improvements in the method of spinal 
puncture had lessened the incidence of headache. In 
addition to improvement in the technique of puncture, 
the administration of nembutal before, and the adoption 
of the horizontal position during and for forty-eight hours 
after, the operation were useful. If headache should 
occur the administration of large quantities of fluid and 
1 c.cm. pituitrin twice daily for three days helped to 
lessen or abolish it. The measurement of spinal fluid 
pressure had been found to afford most valuable informa- 
tion, especially in cases of compression of the cord. 

The lecturer then went on to discuss migraine. He 
stressed the importance of considering and reconsidering 
every with the object of deciding the ° possible 
presence of an organic lesion. He described and showed 
radiographs, etc., of cases in which cerebral tumour and 
cerebral aneurysm had been discovered in patients who 


Case 


had first been considered to be suffering from “‘ idio- 
pathic migraine.’’ In the diagnosis of cerebral aneurysm 
injection of thorium iodide (thorotrast) through the 


carotid often afforded good radiographic evidence ; auscul- 
tation of the skull often gave a definite murmur, and 
persistent bemianopia was frequent. 

Cases of leakage from cerebral aneurysm gave rise to 
well-marked symptoms, which had led to an increasing 
precision in diagnosis in recent years. The main signs 
were sudden onset of severe headache (occipital), varying 
degrees of unconsciousness, rigidity of the neck, and 
rising temperature. The spinal fluid showed blood inti- 
mately mixed with the fluid. Some patients made sur- 
prisingly good recoveries, but in cases which did not end 
fatally there were usually after-effects. The treatment 
of tumour and aneurysm was in the province of the 
surgeon. A recent advance in a limited field was the 
improvement produced temporarily in cases of myasthenia 
gravis by physostigmine sulphate. 


. 
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Reviews 


TREATMENT OF BURNS 

Ten years have elapsed since Davidson first published 
his method of treating burns with a tannic acid spray, 2 
sufficient time to form an unbiased estimate of its value. 
In practically all countries the verdict has been a very 
favourable one, and the method is universally accepted 
as the best means yet devised for dealing with burns, if 
both the immediate and the subsequent effects are taken 
into account. In The Modern Treatment of Burns and 
Scalds' Mr. Puitte MitrcHINerR has provided in concise 
form an account of the original method and of his own 
modification, where the tannic acid is applied in the form 
of a compress. 

Mr. Mitchiner’s little book should form a very useful 
guide to the student and all those whose work may bring 
them into contact with burns of any origin, for all types 
are described, including electrical, chemical, and the special 
burns associated with warfare. The details of the treat- 
ment as applied to those parts of the body where 
difficulties, whether surgical or nursing, may arise, are 
given, and prescriptions in full for the various materials 
used are included. All the instructions are very precise, 
and the author leaves one in no doubt about his belief that 
all other forms of treatment are superseded by the tannic 
acid method, and he gives adequate reasons for his con- 
clusions. Not the least interesting and informative parts 
of the book are the illustrations, which have been carefully 
chosen and well produced ; especially does this apply to 
the excellent coloured plates. 

This is a book the teaching in which may be followed 
with the assurance that the methods described have all 
been well tried and found to give results which are a 
definite improvement upon any obtained by older forms 
of treatment. The house-surgeon and the practitioner will 
find it a valuable pocket book to keep by them. 





MEDICAL PATHOLOGY 


The trio of works on pathology by Professor WiILLIAM 
Boyp of Winnipeg has achieved widespread popularity. 
The Pathology of Internal Diseases,* now appearing in 
its second edition, is a textbook mainly for the physician, 
and, with its companion volume on the surgical aspects of 
the subject, forms a comprehensive work on regional patho- 
logy. That so extensive a work has found favour with 
students as well as graduates is due largely to its very 
readable style, enlivened by frequent flashes of vivid 
statement and by telling quotations from the older 
classical writers on medicine, including many surprisingly 
apposite original descriptions of disease. Striking illustra- 
tions of practical consequences are introduced to empha- 


size underlying principles, and the inclinations of the 
clinician are satisfied to an unusual degree by a section 


on ‘‘ the relation of symptoms to lesions "’ in connexion 
with each subject. Another feature which makes for 
stimulating as well as profitable reading is the full con- 
sideration given to recent work. Professor Boyd's dis- 
cussion of many unsolved problems in the light of such 
work frankly recognizes that they are unsolved, which 
is a much more educative method than stereotyped 
descriptions in which aetiology is largely ignored. 

The revision which has produced this edition affects 
almost every section of the book, but the chapters. in 








1 The Modern Treatment of Burns and Scalds. By Philip H. 
Mitchiner, M.D., M.S., F.R.C.S. London: Bailliére, Tindall and 
Cox. 1935. (Pp. 64; 12 figures. 5s.) 


* The Pathology of Internal Diseases. 
M.R.C.P.Ed., F.R.C.P. Second edition. 
1935. (Pp. 904; 335 figures. 45s, net.) 


By William Boyd, M.D., 
London: H. Wimpton. 
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which rewriting appears to have been most extensive are 
those concerned with the lungs and the arterial system. 
A description in the first edition which made the study 
and classification of streptococci appear even more difficult 
than it really is has been altered, but the identity of well- 
defined types of streptococcus is still made undeservedly 
obscure in connexion with the bacteriology of pneumonia. 
In a few other instances bacteriological and immunological 
questions are the subject of doubtful statements ; it is 
not usually found, for instance, that typhoid agglutinins 
after prophylactic inocula- 
prefer to identify 


disappear ‘‘ some months ”’ 
tion, and no_ protozoologist would 
Entamoeba histolytica by its cyst rather than by studying 
the active These matters are only incidental, 
and with the text as it concerns its main subject no one 
will quarrel, unless over questions of opinion, which are 
This work 


amoeba. 


clearly distinguished from those of fact. isa 
valuable addition to the literature available for the serious 
student of medicine. A word must be added in praise of 
the photographs profusely used in illustration, many of 
which attain a high standard of excellence. 


NINETEENTH CENTURY LEADERS OF MEDICINE 
Sir WittiaM Hare-Wuite’s Great Doctors of the Nine- 
teenth Century® is good reading and is very welcome. Its 
subtitle might perhaps have been 
and Guy’s Men.’’ Six of the seventeen doctors of whom 
an account is given were on the staff of Guy’s or St. 
Thomas’s Hospital, and several of the others had some 
connexion with the united Borough hospitals. It is right 
that it should be so—Sir William Hale-White is consulting 
physician to Guy’s and is one of its very distinguished 
No one is better fitted, therefore, to recall its 
famous men. Some he must known personally, 
others by tradition, only removed by a single geveration, 
f had themselves been taught by 
He is inspired throughout by 


in Praise of Guy’s 


alumni. 
have 
for his own teachers 
those of whom he writes. 
Jove and admiration for his alma mater. 

The great doctors he has selected to honour are: Edward 
Jenner ; Sir Astley Cooper ; Sir Charles Bell ; Richard 

whose name is remembered by ‘‘ Bright's dis- 
; Marshall Hall, who stopped the age-long practice 
excessive blood-letting ; Thomas 
'); Sir James Young Simpson, 
the introducer of chloroform ; William Stokes, the father 
of clinical teaching in medicine ; Sir James Paget, the 
wise and trusted surgeon ; Sir William Bowman, who gave 
culture to ophthalmic surgery ; Sir John Simon, whose 
career as a surgeon is lost in his renown as a sanitarian 
Sir Samuel Wilks, who taught foundation 
of morbid anatomy ; Sir William Guill, who raised himself 
from nothing to a high pitch of eminence ; Lord Lister ; 
Hughlings Jackson, who made the science of neurology 
Sir Patrick Manson and Sir Ronald Ross, the begetters 
of tropical medicine. 

Sir William Hale-White’s plan with each life has been 
to give a short biography followed by an abstract of the 
with a running commentary of his own, in the 


sright, 
ease ”’ 
of promiscuous and 


Addison (‘‘ Addison’s disease’ 


medicine on a 


work 
points out where each excelled, and 
failed. The failure 


scientific knowledge 


course of which he 
was 
necessary had 

A valuable part of his biographies 


cases too where they 
usually the 
not yet been obtained. 
is that he is careful in each case to give a desi ription of 
the man. All are known by reputation, but many are 
quite unknown as they appeared to their contemporaries. 
Who can now recall the of Marshall Hall, 
of Addison, of Wilks, or of Hughlings Jackson in the 
same that they know Astley Cooper, Sir James 
Simpson, Paget, Bowman, and Lister? Sir William Hale 


in some 
bec ause 


appearance 


Way 


Great Doctors of the Nineteenth Centun By Sir Willian Hale- 
White, K.B.E., M.D., LL.D., F.R.C.P. London: Edward Arnold 
and Co. 1935. (Pp. 325. 15s. net.) 
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White makes us see them as men like ourselves, not as 


mere shades of a name. All were great men and oné. 
standing in their generations, and there is a curious 
similarity in their histories. Many came from large 


families, and most of them, being poor, had at first a 
severe struggle to get educated at all, afterwards to make 
a living, and finally to atiain success. All are illustrations 
of T. H. Huxley’s that “It’s dogged as 
does it.’’ Success came to them as a result of hard work 
and genuine interest in what they were doing ; usually 
with no thought of money, but with an urgent desire to 
advance knowledge—clinical as well for its 
own They nearly all had the gift of speech, and 
so were great teachers, but Hughlings Jackson and Ronald 


aphorism 


as scientific 


sake. 


Ross were exceptions; each was a genius, and each worked 
in comparative seclusion. As a generat rule they were 
free from jealousy and self-seeking, and so long as the 
results were attained and made known it mattered little 
to them who had the credit. This was especially well 
shown by Sir Samuel Wilks, who preferred that Thomas 
Hodgkin’s name should be known rather than his own 
in connexion with that generalized chronic enlargement 
of the lymphatic glands which is associated with enlarge- 
ment of the spleen. 

The whole book is well worth reading. It shows the 
advances which were made during the nineteenth century. 
Such bedside teaching of medicine as then existed was 
conducted in the Edinburgh manner, ‘‘ in’ which the 
teacher interrogates the patient in a loud voice, the clerk 
repeats the patient’s answer in a similar voice, the crowd 
of students round the bed, most of whom cannot see the 
patient, hears all this and makes notes.’’ Formal lectures 
are becoming a thing of the past, mass teaching has 
vanished, and individual tuition for the 


small class has 


ousted the older methods ; morbid anatomy has’ been 
largely replaced by pathology as it is now understood. 
But Sir William Hale-White’s book shows that the 


nineteenth century was not without its triumphs, both in 
medicine and in surgery. There are a few trifling errors 
to be corrected, and it might have been added on page 97, 
to prevent future confusion, that Sir Edward Marshall 
Hall, K.C., although he came of a medical family, was 
not the son of Marshall Hall who wrote on reflex action 3 
on page 267 Liston should be read instead of Lister ; and 
on page 304 the date of the marriage of Sir Ronald Ross’s 
mother should be 1856. 


ELECTROCARDIOGRAPHY 


Das Elektrokardiogramm, by Professor GROEDEL, gives 
on? of the most comprehensive accounts of the theory and 
practice of electrocardiography.* The first part of vol. i 
describes the principles underlying the physics and phy- 
siology of the normal electrecardiogram and the author’s 


own theories as to the precise significance of the different 


waves and their relation to the spread of excitation 
through the heart wall. While admitting that many of 
the relations are still obscure, he claims that they are 
much more exactly revealed by what is termed ‘‘ the 


a curve obtained avhen the 
electrodes are placed over the right ventricle and right 
arm, and left ventricle and left arm respectively. With 
the aid of the partial electrocardiogram it is held that 
disease may right and left 
ventricles, and even to different parts of these chambers ; 
with leads applied to the 


partial electrocardiogram 


be accurately localized to the 


while the ordinary tracing, 
limbs, is considered useless in the diagnosis of myocardial 
except for those dependent on acute coronary 
accidents. On the contrary, it is conceded that the con- 
ventional form of tracing has its chief value in revealing 

‘Das Extremitdten-, Thovax- und Partial-Elektr 
Menschen. By Professor Franz Maximilian Groedel. 
Vol. ii, 200 charts. Dresden and Leipzig: T. Steinkopft. 
334 figures. KRM. 25.) 


disease, 


Vol. 1, text” 
(Pp. 358 ; 
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the nature of an arrhythmia and disturbances of con- 
duction. The long controversy on the question whether 
or not the tracing obtained with limb leads represents 
an algebraic sum of the separate ventricular effects is held 
to be settled conclusively, and in the affirmative, by the 
partial electrocardiogram. 

The second part of vol. i deals with the pathological 
tracing. and here the chief novelty will be found in the 
diagnosis of local myocardial disease by means of the 
partial electrocardiogram. It may be noted in passing 
that the author subscribes to the modern terminology 
of bundle-branch block and ventricular extrasystoles. 
The significance of, and the mechanism involved in, the 
changes in the T wave are discussed at length, and here 
again the partial electrocardiogram, Professor Groedel 
asserts, will give additional evidence of value. Vol. ii 
consists entirely of tracings which illustrate the text of 
the first part ; on the 200 plates are produced first-class 
tracings without exception. , 

This book can appeal only to a few ; it demands a good 
knowledge both of clinical cardiology and of the electro- 
physics of myocardial activity, while the rather poor 
arrangement of the material adds to the difficulty of trans- 
lation. However, all students of the electrocardiogram 
will find the author’s arguments provocative, and in par- 
ticular those which claim so much for the partial 
electrocardiogram. 


PHYSIOLOGY FOR STUDENTS 

Among the textbooks of physiology suitable for elementary 
students or for those, such as dental students, students 
of pharmacy, etc., who have only a limited amount of 
time to devote to the study of the subject, the textbook 
by W. D. ZoerHour has earned a high place.* The fifth 
edition, which now appears, keeps up this well-earned 
reputation. The author has striven for clarity of ex- 
pression, and he has achieved it. The book would be of 
about the standard required for the first Conjoint Exam- 
ination. Physiology is treated throughout in an elemen- 
tary manner, but the matter is, nevertheless, well up 
to date in most of the chapters, and stress is laid on 
those parts of the subject which have special application 
to the practice of medicine or dentistry, or which have 
a clear bearing on matters of everyday life or public 
health. The author, very properly, lays emphasis on the 
etymological significance of technical terms, and also gives 
a useful glossary of terms, and one of prefixes and suffixes 
such as are used in physiology. The paper and printing 
are good and the diagrams clear, with the exception of 
some of the half-tone blocks, for which the paper used is 
unsuitable. 


It is the common experience of teachers of physiology 
in this country that books on experimental physiology 
intended for class use are of little value save in the 
laboratory for which they were written. This is owing to 
the innumerable small variations in technique from place 
to place. From such books as the recent one® by Pro- 
fessor Maurice B. VisscHER and Dr. Paut W. SMITH, 
therefore, the teacher will probably learn much more than 
will the student. The book is excellent of its kind, the 
exercises chosen are instructive, the directions clear, and 
the diagrams helpful and well chosen. As is common in 
countries other than Great Britain many of the exercises 
which are most useful are carried out on the anaes- 
thetized dog. . These exercises are most instructive, quite 
apart from the importance of the fact that the student 
is thereby enabled to make his initial steps in anaes- 

5 4 Textbook of Physiology. By William D. Zoethout, Ph.D. 
Fifth edition. London: H. Kimpton. 1935. (Pp. 694 ; 271 figures. 
18s. net.) 

* Experimental Physiology. With 
Iustrations and an Appendix of Technical Data 


Visscher, Ph.D., M.D., and Paul W. Smith, Ph.D. 
Kimpton. 1985. (Pp. 191; 75 figures. 15s. net.) 


Anatomical and Mechanical 
By Maurice B. 
London: H. 
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thesia and in the surgical handling of a live creature on 
some other subject than one of his fellows. The distri- 
bution of the exercises between experiments on frog, dog, 
and man is well balanced, and calculated to give a sound 
introduction to the subject of physiology for students of 
medicine. 





Notes on Books 


Dr. W. McKim Marriott's textbook on Infant Nutrition 
is now available in a second revised edition (Kimpton, 
20s.), and it can once again be welcomed as a notable 
contribution to this aspect of paediatrics. Many a 
pilgrimage has been made to St. Louis to meet the author, 
and for those not so privileged this book contains the 
fundamental facts concerning the nutritional requirements 
of infants as interpreted by Marriott. His introduction 
of lactic acid milk was a notable advance which is not 
even yet sufficiently appreciated outside paediatric circles, 
and full details are given of the biochemical justification 
for th:s method of infant feeding, together with many 
practical points on its best use. The present edition 
contains evidence of much revision, and a chapter on 
allergy has been added. Many of the milk preparations 
mentioned are unknown on this side of the Atlantic, 
but this should not discourage readers from studying the 
fundamentals of the subject in the excellent way in which 
they are presented. 


Another instalment of the Collected Papers of the 
Walter and Eliza Hall Institute of Research in Pathology 
and Medicine, Melbourne, of which Dr. C. H. Kellaway 
is the director, has now been published in a single volume, 
covering the years 1933 to 1935. The thirty-four papers 
are reprints from various medical journals in Australia 
and Great Britain. 








Preparations and Appliances 


A TUBE FOR CONTINUOUS GASTRIC ASPIRATION 
Mr. HamILton Battery, F.R.C.S. (London, W.), writes: 

Continuous aspiration of the stomach is a valuable form of 
therapeusis in such conditions as intestinal obstruction, acute 
dilatation of the stomach, vomiting after gastric operations, 
and persistent vomiting of pregnancy. When the tube is 
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introduced by way of the nasal route 
it can be left im situ for many hours. 
) The patient can drink as he pleases, 
and this, as well as satisfying his 
thirst, helps to wash out his stomach. 
If one nostril and the back of the 
throat are cocainized the tube can be 
introduced almost without discomfort. 
The tube illustrated is designed for 
this purpose. The spring within its terminal portion so 
stiffens it that the nose can be catheterized easily. The end 
of the tube is then seen at the back of the pharynx, where it 
is grasped by a long haemostat, which is used to milk the 
tube down the oesophagus. 
The tube is made by the Genito-Urinary Manufacturing 
Company, and is supplied in two sizes. 








ESTOFORM 
Estoform (Crookes Laboratories) is an antispasmodic 
recommended for use in bronchitis, coughs, and asthma. 
The chemical formula of estoform is HC(OC,H,),, and _ its 
chemical designation is tri-ethyl-ester of orthoformic acid 
or orthoformic ester. The antispasmodic action of this sub- 
stance was described by J. Chevalier in 1997. 
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BOTULISM 
Botulism is fortunately a rare disease in the British 
Isles, and with the exception of two or three doubtful 
cases appears to have been unknown in this country 
until the Maree outbreak in 1922, to the 
consumption of a wild-duck paste, and causing the 
death of the eight persons attacked. Since that date 
only a few possible cases of botulism appear to have 


Loch due 


occurred here, all within the last three years, and these 
happenings have naturally once more directed attention 
to the possible risk of botulism in this country. 
of these cases, one of them fatal, occurred in 


Two 
1932, 
from the consumption of the broth of a pigeon and 
rabbit pie, and a third in 1934, in which the suspected 
The 


cases was home-prepared: no bacteriological examina- 


foodstuff was jugged hare. food in these three 


tion was made, and the diagnosis rests upon the clinical 


features, for the post-mortem examination in the fatal 


case revealed no cause of death ; this is in favour 
of botulism, in which gross post-mortem signs are 


other cases, all 


of which were fatal, occurred last August, and followed 


insignificant and inconclusive. Four 
the consumption of a commercial vegetable preparation, 
‘’ nut-meat 
with a yeast gravy in jelly, put up in a glass container. 


brawn,’’ consisting of carrots and peas, 
In two of these cases the diagnosis was based upon the 


clinical features, which seem to have been typical, 


although in one the post-mortem examination was 
stated to have revealed tuberculous meningitis. In the 


other two cases the clinical picture was typical, the 
post-mortem signs were consistent with botulism, and 
the bacteriological examination of the nut-meat brawn 
resulted in the isolation of an organism identified as 
Bacillus botulinus, but full details have not yet been 
published. There was a possible eighth case last August, 
reputed to have been caused by a meat pudding, 
details of which, however, appear to have been men- 
tioned only in the daily press. 

1897, in 
which year van Ermengem of Ghent published his 


Modern knowledge of botulism dates from 


investigations on an outbreak that had occurred at 
Ellezelles, Hainault. This 
caused by salted ham, and in the ham and also in the 


a village in outbreak was 
spleen of a fatal case van Ermengem found a specific 
anaerobic sporing bacillus, B. botulinus, which he iso- 
lated and studied, showing that it is a toxin-producing 
He that 


caused by the ingestion of the botulinus 


organism. further showed botulism is an 
intoxication 
toxin preformed by the organism in the foodstuff, 
which unlike other bacterial toxins is not destroyed in 
the digestive tract, and he definitely stated that B. 


botulinus does not multiply and infect, but behaves as 
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a harmless saprophyte in the tissues, even though it 
may wander into them. Investigations in later out. 
breaks completely confirmed van Ermengem’s conclu- 
An antitoxin was prepared with the toxin, and 
in an outbreak at Darmstadt the organism was isolated 
from canned beans, this being the first occasion in 
which a vegetable foodstuff had been incriminated, 
The strain differed from the Ellezelles strain ip 
that its antitoxin did not neutralize the toxin of the 
latter, thus laying the foundation of the modern division 
of b. botulinus into several types and races. After this 
preliminary period, beyond the occurrence of a few 
more European outbreaks, botulism attracted little atten- 
tion until after 1913, when cases and outbreaks began 
to be reported in the United States with increasing 
frequency, and most of the modern knowledge of 
botulism and of its causative organism, Clostridium 
botulinum in American nomenclature, is derived from 


sions. 


the exhaustive studies pursued in that country. 
Botulism being an intoxication due to ingestion of 
botulinus toxin and not to infection with the organism, 
for the disease to occur the foodstuff must be con- 
taminated with Cl. botulinum, and conditions must be 
favourable for development and production of toxin, 
Some days at least must elapse before sufficient toxin 
could be generated to cause intoxication, and _ fresh 
food and recently prepared made-up dishes never, 
therefore, give rise to botulism, however heavily con- 
Infec- 
tion of food comes from contamination with soil, for 
Cl. botulinum has its natural habitat in the soil, and 
pasture, and in 
Thus in California 50 per 


taminated they may be with botulinus spores. 


miay be found in virgin soils, in 
ploughed and garden land. 
cent. of samples of virgin soil yielded the organism, 
and a narrow coast-belt of cultivated soil was found to 
be heavily contaminated. It has likewise been found 
in the soil of Belgium and Switzerland and China. In 
England and Wales, though present in many localities, 
it seems to be relatively uncommon, while in Scotland 
it is still more sparsely distributed, and this factor may 
account in part for the rarity of botulism in the British 
Isles. With so wide a distribution of the organism, 
contamination of vegetables with infected soil cannot 
be infrequent, and insect transport 1s another possibility. 

Man is not the only victim of botulism under natural 
conditions. In the United States, ‘‘ limberneck,’’ a 
disease of chickens, so called from the pendant condition 
of the neck, is botulism caused by the ingestion of stale 
garbage and restaurant refuse. ‘‘ Western duck sick- 
ness,’’ affecting shore birds such as geese and ducks, 
is met with in marshy lake districts in California, 
Texas, the Dakotas, and Canada, aiso in South Africa 
and Western Australia. The disease occurs in hot, dry 
weather in summer and autumn, when the water is low 
and the drying plant debris undergoes decomposition, 


and in this the botulinus toxin is generated. Forage 


poisoning, which affects equines in various parts of the 
world, and ‘‘ lamsiekte’’ in South Africa, affecting 


cattle and sheep, and sometimes equines and birds such 
as the ostrich, are likewise manifestations of botulism. 
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Botulinus toxin is toxic for most animals by both inocu- 
lation and ingestion, though susceptibility varies. There 
are several strains of Cl. botulinum which differ slightly 
in morphology and in cultural and fermentation re- 
actions, and the toxins they form are not identical and 
differ immunologically, though similar in their toxic 
properties and in the symptoms they induce. Cl. 
botulinum has therefore been separated into several 
“types and varieties, and Types A, B, C, and D, 
and Cl. parabotulinum are now recognized forms. 
Types A and B particularly affect man, and they are 
distinct immunologically, for the antitoxin of the one 
does not neutralize the toxin of the other, and vice 
versa. This necessitates, for the treatment of human 
botulism with specific antitoxin, the use of a serum 
which contains antitoxins for both Type A and Type B 
toxins ; other types rarely or never cause botulism in 
man. Type C is that which causes limberneck and 
western duck sickness, Type B has been isolated in 
forage poisoning in equines, Type D affects cattle, and 
parabotulinum causes lamsiekte and other diseases in 
cattle. 

The case mortality in human botulism averages 60 to 
70 per cent. K. F. Meyer has analysed 191 single 
and group intoxications due to botulism in the United 
States between 1910 and 1930, involving 625 persons 
with 411 deaths, a mortality of 65 per cent. Of these 
intoxications no fewer than 88 per cent. were caused 
by vegetables of various sorts preserved in brine, 129 
outbreaks resulting from home-preserved and _forty- 


three from commercially preserved products (nineteen 
unknown). For the extensive use of home-preserved 
vegetables in the United States climatic conditions are 
responsible, the severe cold making fresh vegetables 
almost unprocurable in winter in country districts, and 
large amounts of vegetables are preserved in summer 
for winter use. The menace of botulism in the United 
tates became so serious, particularly after the dramatic 
outbreaks in 1919 and 1920 due to salted olives, result- 
ing in the death of twenty-four persons, that the leading 
canning associations in California, realizing the damage 
that might be caused to their industry by the scare of 
botulism, undertook investigations into the conditions 
under which botulinus toxin is formed, and the preven- 
tive measures that might be adopted. To begin with, 
voluntary measures were agreed upon by the canners, 
but the occurrence of further outbreaks finally led the 
Legislature in 1925 to create a division of cannery 
inspection to regulate the conduct of canneries and the 
proper sanitation of canning plants for the treatment of 
vegetable products ; this was afterwards amended in 
1927 to include fish and meat products as well. As a 
result of these precautions it is stated that food com- 
mercially treated has not been associated with any of 
the recognized cases of botulism in the United States 
since 1925. 

In this country there has been a great expansion in 
the canning industry during the last few years, and the 
possible menace of botulism from products canned here 
becomes, therefore, a question of some importance. 
There are no canning regulations in this country corre- 


. 





sponding to those in America. At the same time there 
is no reason to doubt that our canners are fully alive to 
the importance “of the risk of botulism (as well as of 
other forms of microbial food poisoning) arising from 
imperfectly processed products. Some of the canning 
firms maintain adequately equipped and staffed labora- 
tories, and carry out investigations on the subject. 
The risk of botulism appears to be greater from vege- 
table than from animal and from home-preserved than 
from commercially prepared products. The spores of 
Ci. botulinum are very resistant to heat, requiring 
three hours at 212° F., two hours at 220°, thirty-six 
minutes at 230°, and ten to twelve minutes at 240° 
for their destruction. Heat is also destructive to the 
toxin, which is quickly destroyed by boiling, but it 
must be held at 175° for five minutes, and at 158° 
for an hour, in order to destroy toxicity. Cooking of 
a preserved food, therefore, provides a considerable 
safeguard against botulism, which becomes absolute 
if the material can be thoroughly boiled for a few 
minutes. Refrigeration prevents the development of 
Cl. botulinum, which multiplies and forms most toxin 
at temperatures of about 70° to 90° F., and frozen 
fish, meat, and other products, the use of which is 
increasing, are quite safe from botulinus spoilage. 
Canned and potted products may be retained for a 
considerable time before issue to the retailers, generally 
without refrigeration, and unless they are sterile there 
is always the possible risk of botulinus toxin being 
formed. Sound and “clean ’’ foodstuffs and their 
early ‘‘ processing ’’’ at an adequate temperature for 
a sufficient time are the proper safeguards against 
botulism arising from commercially canned products. 

The public needs educating to appseciate that home- 
prepared products may also be sources of microbial 
food poisoning, including botulism, and that any pre- 
served product not entirely satisfactory to sight, smell, 
and palate ought to be rejected. At the same time 
it is important to note that although spoilage in some 
form and degree is usually present in a toxic product, 
botulinus toxin may have developed without the 
occurrence of appreciable change. 





RADIOGRAPHY, EXPERT AND 
INEXPERS 
A good deal of discussion has taken place in our 
correspondence columns during the past few weeks 
under the general heading of ‘‘ Inexpert Radiography.”’ 
All possible points of view seem to have been presented, 
and the whole subject has had thorough ventilation. 
The most important question which arises is that of 
the status of the radiologist. It is clear that the radio- 
logist must be regarded as a consultant, and not at 
best as an interpreting radiographer, or at worst as 2 
peripatetic photographer. Various factors have been 
brought forward to explain why his position has not yet 
been stabilized. Too many minor accident cases and 
other cases, it is said, are x-rayed in hospital, and too 
often practitioners and even consultant colleagues, where 
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an x-ray examination is necessary, pack the patient off 
to a general hospital. Again, many private practi- 
tioners, many dentists and public medical officers, espe- 
cially tuberculosis officers, now make their own x-ray 
examinations—too indiscriminately, perhaps. Beyond 
all this there is the growing competition from unqualified 
lay radiographers of various kinds. For the present state 
of affairs three reasons are adduced. In the first place 
the manufacturers, having reached a remarkable degree 
of perfection in producing shockproof and _ foolproof 
plants, wish to sell as many of these appliances as 
possible, usually by pointing out that they will prove 
a remunerative investment, while remaining discreetly 
silent on the all-important question of interpretation. 
Secondly, the lay radiographer ‘‘ comes cheaper,’’ 1s 
readier to produce films at short notice, and, further, 
can and does advertise. In some cases he is enter- 
prising enough to equip very completely a travelling van 
with portable apparatus and _ facilities for the rapid 
development of films. The Society of Radiographers 
has a rule forbidding any lay radiographer to make a 
report on a film ; often, however, a report is given by 
word of mouth, and too much reliance may be placed 
on this. Thirdly, the practitioner himself, though he 
may recognize that his interpretation of films is not 
as accurate as that of an experienced radiologist, takes 
the view that his lack of knowledge of interpretation 
may be more than compensated by his full clinical 
knowledge of, and interest in, the patient. 

There seems no reason why the general practitioner 
should not have the advantage and convenience of his 
own x-ray plant in dealing with such cases as simple 
fractures. The dental surgeon is perhaps best fitted to 
make a diagnosis from an x-ray film of the patient whose 
dental condition he has investigated. The tuberculosis 
officer has the advantage of a wide clinical knowledge 
of his subject, and, more important still, a detailed 
knowledge of the patient whose x-ray photographs he 
interprets. But such radiological activity ought, in the 
interests of patients generally, to be kept within well- 
defined limits. 

Radiologists themselves are fully conscious that their 
own both 
technical, must be raised, and with this end in view 
the British Association of Radiologists was founded in 
1934. if the 
radiologist is to continue to exist his general clinical 
the 
acquirement of a sound training in clinical medicine ; 
his chief danger is at present that of being forced to 
undertake so much hospital work that he cannot give 
Members 


standards of qualification, general and 


As one correspondent puts it to us, 


knowledge must increase ; his salvation lies in 


due consideration to the individual patient. 
of the medical profession at large could help towards 
attaining a more satisfactory state of affairs by modify- 
When 
an x-ray examination is asked for, full clinical informa- 


ing their view of the status of the radiologist. 


tion—which should always include either a provisional 
diagnosis or a mention of the symptom-complex to be 
investigated—should be given. Again, the radiologist’s 


report accompanying the film should be carefully con- 
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sidered by the clinician in charge of the case: it should 





not, as so often happens, be discarded, the clinician 
making his own interpretation without further reference 
to the written opinion of a specialist in this branch of 
medical work. 

The ideal to be aimed at is probably that of a full 
time radiologist, living near at hand, who is prepared 
to attend the operating theatre and the post-mortem 
room occasionally, and who is not too prone to leave 
all the actual radiography to lay assistants instead of 
carrying it out himself. In the many districts where 
this is not possible the so-called travelling radiologist 
must perforce continue his work, co-operating as far as 
possible with the general practitioner. From the point 
of view of the latter, provision of x-ray museums and 
post-graduate courses is necessary, but a short ‘‘ G.P, 
course ’’ on the interpretation and application of x rays 
can never be of much value until radiological diagnosis 
is placed on a reasonable footing in the undergraduate 
curriculum. What is wanted is co-operation and a more 
effective realization by each of the problems of the 
other. We may hope that this end will have been 
brought somewhat nearer by the devotion of so many 
pages of the Journal to this correspondence. 
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BRITISH POST-GRADUATE MEDICAL SCHOOL 
The organization of the British Post-Graduate Medical 
School at Hammersmith provided for a dual teaching 
staff. There was to be a permanent and whole-time 
staff, usually referred to as ‘‘ A Staff,’ and a visiting 
and part-time staff referred to as ‘‘ B Staff.”’ The 
members of ‘‘ B Staff ’’ were either to deliver courses 
of lectures or to take charge of wards for such periods 
as could be arranged. With the exception of a few 
lectures in the refresher courses, the whole work of the 
School since it began has been carried on by “A 
Staff.’’ With the beginning of the New Year a start 
has been made with the appointment of members to “ B 
Staff.’’ To some extent the method by which the services 
of ‘‘ B Staff ’’ can be utilized is at present experimental. 
It will be extended or altered in the light of require- 
ments. In the department of medicine Lord Horder 
has agreed to take charge of a ward for ten weeks from 
February 1st. During this period he will direct the 
work of the ward with the assistance of the permanent 
staff, and will conduct two teaching clinics weekly. 
He will be succeeded by Lord Dawson, who has con- 
sented to take charge of beds from May Ist to July 
15th. These clinics will be held on Wednesdays and 
Fridays, from 2 to 4 p.m. In addition, the following 
courses of lectures have been arranged. Beginning on 
March 2nd, Dr. Gordon Holmes, F.R.S., will give a 
course of lectures on cerebro-spinal syphilis. Subsequent 
courses of lectures are to be given by Dr. W. S. C. 
Copeman on arthritis, and Dr. R. A. Young on non- 
tuberculous pulmonary diseases. In the department of 
surgery, Professor E. W. Hey Groves will begin a series 
of lectures and demonstrations on fractures on February 
7th ; these lectures will be given on Fridays at 2.30 
p.m. Later in the session Sir James Walton will lecture 
on the surgical treatment of dyspepsia, Sir Henry 
Gauvain on surgical tuberculosis (including a visit to 
Alton and Hayling Island), and Mr. Tudor Edwards on 
thoracic surgery. Approximately each course will con- 
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sist of six lectures, and will include a certain amount of 
ractical work, demonstration of cases, and treatment. 
Full details will appear in due course in our advertise- 
ment columns. During the absence of Professor Grey 
Turner at the International Surgical Congress in Cairo, 
Sir Thomas Dunhill and Professor G. E. Gask are in 
charge of the surgical wards and the clinical instruction 
of the School. Colonel L. W. Harrison has_ been 
appointed honorary consultant in venereal diseases. 





THE ROCKEFELLER FOUNDATION 


If it were not for its restrained narrative and formid- 
able tables of statistics, the volume of 400 pages which 
forms the report of the Rockefeller Foundation for 
1934 would be a first-rate fairy tale. It is a wonderful 
record of benefaction spreading out from New York to 
the ends of the earth. During the year the payments 
made by this philanthropic trust amounted to some 





twelve million dollars, or about £2,590,000. The 
largest allocation—namely, 2,200,000 dollars—was 
made to the International Health Division of the 


Foundation, which was engaged on field research in 
yellow fever, malaria, hookworm disease, undulant 
fever, yaws, tuberculosis, and diphtheria, conducting 
various surveys, and assisting many State and national 
health departments in the organization or mainten- 
ance of essential services. The work on malaria alone 
extended, apart from the United States, to sixteen 
countries, and a long account is given of new anti- 
mosquito measures in Italy, where the campaign 
against malaria has now been assisted by the Foundation 
for ten years. The recipient of the next largest 
Rockefeller bounty -was the University of Chicago 
(735,000 dollars), and then comes the National Research 
Council at Washington (520,000 dollars), the School of 
Nursing at Vanderbilt University (500,000 dollars), and 
the League of Nations at Geneva (200,000 dollars). 
Among the British institutions which shared in the 
bestowals were the Lister Institute (18,000 dollars) for 
the purchase of an ultracentrifuge, the Medical Research 
Council (14,000 dollars) for research in puerperal fever 
and a rather larger sum for the administration of 
fellowships in medical sciences, and Oxford University 
(134,000 dollars), chiefly for the development of the 
Bodleian and other libraries ; but England and other 
non-American countries also share generously in the 
grants-in-aid and the assistance to research. As for 
the immediate programme of the Foundation in the 
medical sciences, the president, Mr. Max Mason, states 
that the major interest will be mental hygiene, and a 
secondary one the training of students in public health. 
Many universities, nearly all American, have already 
been granted various sums for the advancement of 
psychiatry and neurology, but at one European univer- 
sity, Leyden in the Netherlands, the Foundation has 
appropriated 19,700 dollars for use over a period of 
five years for a programme of research in child 
psychiatry, to take special cognizance of mentally 
backward children, children with tic disorders, and 
so-called nervous children. The Foundation by no 
means confines its assistance to medical and _ public 
health work. To encourage the natural sciences, the 
social sciences, and the humanities it makes some 
widely distributed endowments. In the field of natural 
science some of the support given on the physical side 


. 





has been terminated. It is felt that physical sciences 
must obviously continue to enjoy noteworthy advances ; 
such advances are guaranteed by the momentum of 
interest which these sciences have gained. On the 
other hand, the biological sciences, having little or no 
contact with invention and industry, have enjoyed 
relatively less extensive support, and the subtlety and 
complexity of the problems of living material have 
resulted in slower general progress. In the new con- 
centrated programme of the Foundation, therefore, it 
is proposed to give assistance in the field of modern 
experimental biology, with special interest in such topics 
as endocrinology, nutrition, genetics, embryology, 
problems centring about the reproductive process, 
psychobiology, and general and cellular physiology 
For example, McGill University is to be assisted in 
biophysical research, Columbia in research on the 
pituitary—-gonad interrelationship, Michigan in research 
on the physiology of respiration, and Rochester, N.Y., 
on the physiology of reproduction. Although this 
country also has occasion to praise the name of 
Rockefeller, we may envy America its possession of 


the fairy godfather. 
“OPIUM AND LABOUR” 


Under the above heading the International Labour 
Office of the League of Nations has published a report.’ 
based upon documentary investigation, into the effect 
of opium smoking among workers. The inquiry was the 
outcome of a resolution moved by M. Jouhaux, the 
workers’ representative of France, at the International 
Labour Conference in 1932. The League’s Advisory 
Committee on Traffic in Opium was consulted, and the 
International Labour Office was referred inter alia to the 
report to the Council of the League, made in 1930-2, 
of a Commission on the control of opium smoking in 
the Far East. The conclusions arrived at by that 
Commission were referred to in the British Medical 
Journal of December 5th, 1931 (p. 1049), and the 
important bearing of the findings of the Commission 
emphasized. The need for “‘ the limitation and control 
of poppy cultivation’ in order to suppress opium 
smoking and illicit traffic in the drug was stressed and 
the attitude consistently taken by this Journal con- 
firmed. The new report is largely a réchauffé of the 
conclusions arrived at by the Commission of 1930-2, 
based on replies to a questionary issued to the Govern- 
ments of Burma, Malaya, North Borneo, Netherlands 
Indies, Siam, Indo-China, Kwang-Chow-Wan, Hong- 
Kong, Macao, Formosa, Kwangtung, Manchuria, and 
the Philippine Islands. The results of this inquiry by 
the International Labour Office confirm the findings of 
the earlier Commission as to physical and moral ill 
effects of opium smoking and its influence in retarding 
economic and social progress. ‘‘ Employers of labour 
prefer not to engage opium smokers ’’ ; the possible 
reduction of their earning capacity is put at 50 per 
cent. and ‘‘ excessive consumption leads to rapidly 
decreasing efficiency.’’ Addiction is most common 
among hard-working Chinese ; more so in those who 
have migrated to other territories than among indi- 
genous workers. ‘‘ The death rate of smokers is 
higher than that of non-smokers,’’ but ‘‘ the treatment 





? International Labour Office. Studies and Reports (Series B, 
No. 22). Opium and Labour. Geneva, 1935. P. S. King and Son, 
14, Great Smith Street, London, S.W.1. 
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of physical ailments is one of the principal causes >t 
addiction,’’ and there is a widespread belief that opium 
is both prophylactic and curative of many of the 
common diseases met with in the Tropics. Finally, 
“there can be little doubt that the opium problem 
would lose much of its intensity if the conditions of 
work and life of the workers affected were improved,’ 
by better adjustment of hours and wages, adequate 
treatment of illness, and facilities for wives and families 
to accompany imported labourers when employment 
involves protracted absence from home. 


SCHIZOPHRENIA IN THE KENYA NATIVE 

On October 7th, 1933, Dr. H. L. Gordon of Nairobi, 
addressing the Royal Medico-Psychological Association 
(see Journal of Mental Science, January, 1934), stated 
that in his experience schizophrenia was found among 
those natives of Kenya who had had some European 
education and never amongst the wholly ‘‘ raw ”’ 
natives. He repeated the statement in a letter pub- 
lished in the Times of December 8th, 1933. In an 
address to the Kenya Branch of the British Medical 
Association on December 18th, 1935, Dr. Gordon 
amplified his statement and substantiated it from a 
consecutive series of admissions to the Mathari Mental 
Hospital, Nairobi. In this series there were twenty- 
six cases of schizophrenia (which at present Dr. Gordon 
prefers to call ‘‘ adolescent psychosis’’). Reliable 
information was obtainable, and obtained, concerning 
nineteen of these cases. All had had European educa- 
tion. Ina review of all the patients who had passed 
through his hands at Mathari the other notable features 
were the high incidence of the neurospirochaetal (neuro- 
syphilitic) psychoses and the almost complete absence 
o£ affective and paranoid disorders. We understand 
that the address will be published in the East African 
Medical Journal during 1936. 


FAMILY MEALS AND CATERING 
That the demand for Family Meals and Catering would 
be something quite new in the history of B.M.A. 
publications was only to be expected, but that it should 
be such as to call for a second large printing within a 
few weeks of publication was more than even the 
Nutrition Committee—high as its hopes were—had 
expected. The booklet was published at the end of 
the first week in September ; less than two months later 
50,000 copies had been sold, chiefly to schools, welfare 
institutions, and other such centres. At that time 
the demand from the individual housewife accounted 
for rather than one-third of the total number. 
With the practical introduction of -the booklet to the 
public by teachers and 
workers, requests from the housewife steadily increased, 
and this coupled with the demands of local 
authorities, brought the total number of copies distri- 
buted at the beginning of this year to well over 70,000. 
The interest of public bodies in the Association’s experi- 
ment in practical dietetics may be said to have culmin- 
ated in a talk entitled “‘ Family Meals and Catering: 
the B.M.A. Pamphlet, by a Doctor,’’ which was 
arranged by the B.B.C., and given in the National 
programme on the morning of December 31st. Copies 
of the booklet now (price 6d.) on all 
bookstalls in the country, over 10,000 having been sent 
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out to wholesale distributors ; but an interesting feature 
of the response to the broadcast is the large number of 
requests that are coming from Ireland. In a letter 
from Co. Cork the B.B.C. shares with the Association 
the honours of the occasion, for the writer states: ‘‘ The 
talk was one of the most interesting, humorous, and 
enjoyable I have ever listened to.’’ This broadcast by a 
doctor is being followed by three talks by an expert 
cook, in which selected questions and selected com- 
ments by housewives will be dealt with. 


THE JAMES MACKENZIE INSTITUTE 

The story of the James Mackenzie Institute and its found- 
ing at St. Andrews by the late Sir James Mackenzie 
is well known, and it now presents the sixteenth 
annual report, of which a brief notice appears in our 
Scottish news this week. The clinical principles of the 
founder are kept in view: to foresee structural changes 
in the organs of the body and to obtain a knowledge 
of the circumstances that favour the onset of disease ; 
to undertake the investigation of these problems by 
general practitioners. The honorary medical staff of 
the Institute consists of the practitioners in St. Andrews, 
together with specialists in various departments, and the 
medical officer of health, Dr. Matthew Fyfe, as honorary 
administrative officer. Beyond the ordinary routine 
work, which comprises the collection of health records 
of what must be an increasing proportion of the popula- 
tion of the town, there were special inquiries last year 
into acute otitis media, the bacteriology of sea water,: 
and the practical application of the British Medical 
Association’s dietary tables. It is pleasing to lear 
that the children’s department is linked closely with the 
maternity and child welfare centre, and that the records 
of school medical inspection are incorporated in the 
archives of the Institute: an unfortunate hiatus 
between these two departments is so common. The 
staff meet for regular discussions and consideration of 
their clinical problems. No details of cases are given 
in the report, which is chiefly a quiet and unassuming 
account of a continuing piece of joint endeavour in the 
field of medical research. Mackenzic’s idea of clinical 
observation over a long period is now accepted, and yet 
his pioneer Institute in St. Andrews shows a monetary 
deficit for the year. It is evident from the report 
that there is no deficiency in enthusiasm or in sustained 
patient labour. 


THE HALF-YEARLY INDEXES 
The usual half-yearly indexes to the Journal and to the 
Supplement and Epitome have been prepared and will 
be ready shortly ; they will, however, not be issued 
with all copies of the Journal, but only to those readers 
who ask for them. Any member or subscriber who 
wishes to have one or all of the indexes can obtain what 
he wants, post free, by sending a postcard notifying 


his desire to the Financial Secretary and Business 
Manager, British Medical Association House, Tavistock 
Square, W.C.1. Those wishing to receive the indexes 


regularly as published should intimate this. 

We regret to announce the death of Dr. Albert A. 
Gray, who presided over the Otological Section at the 
Annual Meeting of the British Medical Association in 
Glasgow in 1922. 
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TREATMENT IN GENERAL PRACTICE 


This article is one of a series on the management of some diseases of the digestive system met 
with in general practice. 





THE MEDICAL TREATMENT OF 
PEPTIC ULCER 


T. IZOD BENNETT, M.D., F.R.C.P. 


PART I 
The medical treatment of peptic ulcer must needs be 
long. If the time necessary to secure the permanent 
healing of a callous ulcer of the leg is considered, it is 





obvious that a chronic ulcer placed in an actively moving | 


part such as the wall of the stomach or duodenum, and 
frequently bathed by active digestive ferments, must be 
a difficult lesion to heal firmly and permanently. When 
it is also remembered that a peptic ulcer is often present 
and active without causing any symptoms at all--and, 
particularly, that a few days of strict treatment will 
sometimes remove all symptoms—it will be realized that 
permanent healing requires the collaboratipn of patient 
and doctor during a long period, during which neither 


pain nor discomfort may remind the patient of the | 


necessity for being careful. If only ulcers of the stomach 


and duodenum remained painful or uncomfortable until | 
they were properly healed, there would be far fewer | 


relapses than occur at present. As it is, it may be said 
that the medical treatment of peptic ulcer, properly 
applied over a sufficient period, is extremely satisfactory 
in all but a small percentage of cases. 

From time to time new medical treatments for peptic 
ulcer appear, the last two to have received much attention 
being the mucin treatment and the histidine treatment. 
In this article, however, I wiil deal with the orthodox 
lines of medical treatment, which in the hands of many 
physicians in many countries have yielded excellent results 
in a high proportion of cases during the last twenty 
years. 

Selection of Cases for Surgical Treatment 
There are 


evidence either that medical treatment 


from the outset give 
will fail or that 


some cases. which 


surgery offers a quicker and simpler road to permanent | 


recovery. Among them the following may be cited: 

1. Those in which perforation has occurred. 

2. Those in which there has been severe or recurrent 
dangerous haemorrhage. 

3. Those in which cicatricial contraction has caused, 
or will soon cause, permanent pyloric stenosis, or serious 
hour-glass constriction of the stomach. 

4. Those in which w-ray examination shows deep 
ulceration with adhesions to neighbouring structures. 

5. Those with a short history or other features point- 
ing to the possibility of malignancy. 


G6. Those which continue to relapse in spite of 
efficient medical treatment. 
7. Those whose economic position makes effective 


medical treatment impossible. 

Except in the event of perforation, it is possible to 
argue that surgical treatment is not a necessity in any 
of the conditions laid down above, and medical treatment, 
as an alternative to surgery, in these groups will be 


| 


discussed later. All that is for the moment implied is 
that in such cases I believe that surgical treatment will 
yield a higher percentage of good results than will medical 
treatment. 

Medical treatment having been decided upon, the nature 
of it will be determined by the condition of the patient 
and the results of x-ray examination. If haematémesis 
or malaena is present there is immediate indication for 
departure from the ordinary lines of treatment ; they will 
be dealt with in a separate article. But apart from bleed- 
ing certain symptoms must exercise a decisive effect on 
the choice of initial treatment, and of these symptoms 
pain and vomiting are the more important. 


When Pain is Prominent 


Severe pain in a case of peptic uicer indicates that 
ulceration is very active ; but admittedly this conclusion 
cannot be supported by direct evidence. The mechanism 
of the pain of peptic ulceration is obscure ; it is probably 
due more to spasm than to the activity of the ulcer. It 
is a fact, however, that bad pain usually occurs at times 
when ulceration is very active, and that it is rare for 
pain to be pronounced at times when an ulcer is quiescent 
or healing. X-ray examination should newer be under- 
taken during the earliest stages of treatment if pain is 
present. In the interests of the patient it is necessary 
to impose a strict regime until such time as pain has 
disappeared rather than to subject him to the risks of 
perforation and haemorrhage through the desire for more 
exact knowledge during this period. 

The orthodox and logical treatment of peptic ulcer is 
to place the patient in such circumstances that the ulcer 
is as far as possible at rest, and as far as possible freed 
from the irritation of corrosive gastric juice. On an 
ordinary diet the normal stomach contracts some 6,000 
times daily ; by giving small fluid feeds these contractions 
are reduced by perhaps 80 per cent. ; by keeping the 
patient in bed the normal requirements of the body as 
regards food are reduced to a minimum. Treatment with 
frequent small fluid feeds and rest in bed are therefore 
essential at the outset in cases of painful peptic ulceration. 
Pure gastric juice contains nearly 0.4 per cent. of free 
hydrochloric acid, and this, especially when containing 
pepsin, constitutes a corrosive fluid calculated grossly to 
impair the healing of an ulcer. This corrosive action can 
be minimized by reducing the amount of active gastric 
juice secreted, by diluting the gastric juice when secreted, 
or by neutralizing it with alkalis. For this reason the 
treatment of peptic ulcer includes the administration 
of fluid foods, such as milk, containing buffer sub- 
stances, which will adsorb acid, and the administration 
of mild alkalis, which will neutralize the hydrochloric 
acid. , 
Treatment at the outset in a case of gastric or duodenal 
ulcer in which pain is prominent should therefore be 
carried out with the patient in bed. Hourly feeds not 
exceeding three to four ounces should be given, and may 
be selected from the following list: 

Citrated milk. Egg and milk. Milk flavoured with 
coffee. Arrowrcot. Benger’s food. Allenburys food. 

Ovaltine. Glaxcvo. Strained milky vegetable soups. 
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The last form an agreeable change from the usual 
milky substances, and it is important that the nature 
of the feed should be changed from hour to hour in order 
that the patient may not get too tired of any one food. 
Junket and ice-cream are also permissible even at this 
early stage. ‘ 

Belladonna a valuable drug for diminishing 
gastric secretion, but unless given when the stomach is 
empty it will act only after absorption, and the doses 
necessary to diminish secretion are then such that un- 


is very 


pleasant symptoms may occur, such as dilatation of the 
pupil. For this reason the administration of belladonna 
should in the form minims of the tincture 
in an ounce of water, to be taken when the patient first 
wakes in the morning ; it should not be repeated. During 
the remainder of the day alkali should be prescribed, but 
if given after every feed the total amount may be suffi- 


of 5 to 7 


} 
ve 


cient to cause diarrhoea ; it should therefore be taken half 
an hour after every other feed. The following is the 
prescription which I have found to be most practicable : 
R Mag irb. pond. one part 
Mag irb. lev. two parts 
Cret prep : three parts 
A small teaspoonful to be taken in water half an 
hour after every other teed 

If pain is at all severe there is no reason, in the absence 
of any suspicion of perforation, for withholding opium 
in some torm ; and it is indeed advisable to prescribe a 
mild opiate, because this drug has the advantage of 


diminishing secretion, although it is not the substance of 


choice unless pain is present: 
R Tinct. chlorof. et morph. co ot m vij 
Aquam a = ad. 3 ss 
A tablespoonful six-hourly if pain is severe. 
After three or four days of treatment on these lines 
pain has usually disappeared or become much less con- 


} 


spicuous. The opium derivatives should then be omitted, 
ind several of the hourly feeds may be left out, with 
simultaneous increase of the remaining feeds to 5 or 6 oz. 
In this manner, at the end of seven to ten days the 
patient should be taking 6-oz. milky feeds every two 
hours, with a dose of alkali one hour after each feed 
from 8 the morning until 8 in the evening. 
The Second Stage of Treatment 
The patient may now be said to have reached the 


second stage of treatment, by which is meant that pain 


has practically disappeared, adverse symptoms such as 
vomiting and bleeding (strong positive tests for occult 
blood ire absent, and there is reason to suppose that 


the ulcer is beginning to heal. The patient is taking two- 


ind small food 


hourly feeds, amounts of may be added 
to those feeds which more or less corresp nd to normal 
neal times. It is a great mistake to work by a fixed 
liet sheet, because there is so much individual variation 
between patients, and a new diet sheet usually represents 
too great an increase from the previous one. Instead, a 
list should be made showing the total amounts that can 
be ad { during this second phase of treatment, the 
following being an example of such a list. 

Thin, crisp, *‘ oven ’’ toast with butter. Breakfast 
biscuits or rusks with butter. Honey or red currant 
jell Soft milk puddings, such as rice, tapioca, etc. 
Iw ightly poached or scrambled eggs Junket, baked 
ustard -cream, stewed apple pulp with whipped 
cream 
An item or two from this list should be added every 

two or three days, particularly at breakfast time, lun h 
time, and supper time. No attempt should be made to 
advat too quickly, but all the time the patient should 
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be encouraged to realize that steady progress is being 
maintained. In this way, at the end of about fifteen 
days, the average patient is following a regime approxi- 
mately as follows. 


8 a.m.—Belladonna. 

9 a.m.—One poached egg. Two pieces of thin toast, with 
butter and a little honey. One cup of milky coffee. 

10 a.m.—Alkaline powder. 

1! a.m.—Horlick’s, Ovaltine, or milky coffee with a little 
cream. 

12 noon.—Alkaline powder. 

1 p.m.—8 oz. of strained vegetable soup with crisp toast. 
3 oz. of milk pudding. 

2.30 p.m.—Alkaline powder. 

4 p.m.—Two cups of tea with milk and sugar. 
with butter and honey. 

5 p.m.—Alkaline powder. 

6.30 p.m.—One scrambled 
toast and butter. dce-cream. 

7.30 p.m.—Alkaline powder. 

9 p.m.—Glass of hot milk or ovaltine. 

10 p.m.—Alkaline powder if awake. 


One rusk 


£ 


egg. Two pieces of 


arege4 thin crisp 


At this stage the patient should be getting up daily, 


but not going out of his house. 
& 
Final Stage of Treatment 

The average course of treatment in uncomplicated cases 
should about three strict treatment at 
home, three weeks’ ‘‘ convalescent ’’ treatment, and three 
further weeks during which the patient is doing light 
work before resuming full work on a well-regulated diet. 

When the final stage treatment reached it is 
essential to make a close study of the normal habits of 
each patient. It is absurd to lay down the same laws 
for the bank clerk, the labourer, the actor, the professional 
footballer, the market gardener, and the society woman. 
Obviously the hours of activity and the food requirements 
of these people will vary enormously. I am, however, 
convinced from experience that two factors are of pre- 
dominant importance in deciding success in the treatment 
The first is the time of meals and the 
As regards the 


include weeks’ 


1s 


of 


of all these cases. 
second the physical quality of the food. 
time of meals, these must be so spaced that the stomach 
is never very full and never empty of everything save 
corrosive gastric juice. In all of patients an 
attempt should be made to secure three light main meals 
a day, with a snack in the middle of the morning, between 


classes 


lunch and dinner, and in the late evening. 

As to the nature of the food it must clearly contain 
the essentials for proper nutrition—that is to say, adequate 
amounts of carbohydrate, protein, and fat, with salts, 
vitamins, etc. ; but must be selected from those 
foods which call for minimum work on the part of the 
stomach. Fluid of high nutritive are the 
best of all, and a milk basis here becomes almost essential. 
There are few walks of life in which it is impossible to 
obtain cup of milk, milky coffee, or some similar 
beverage in the middle of the morning and at tea time. 
When the gravity of the situation is explained to them, 
I have found that patients with such varied occupations 
as those of a Covent Garden porter, a busy practising 


these 


foods value 


a 


barrister, a music-hall artist, and a hard-working medical 
practitioner, were all able, sometimes with the help of 
a vacuum flask, to take the necessary intermediate snacks 
without interrupting their work. The main meals present 
no greater difficulties. The wife or husband of the patient 
is here the best assistant of the physician, and must be 
asked to collaborate in securing the proper meals. It has 
been said that the physical quality of the food is the 
all-important factor, and it is my custom to lay down 
that any food which will go into semi-solution in a few 
minutes if placed in a glass of water, or any food which 
can easily be crushed through a coarse sieve, is suitable 
in the diet of a patient with gastric or duodenal ulcer. 
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The transition from the second to the final stage of 
treatment must again be gradual, so that four weeks after 
the beginning of all treatment the patient is following a 
regime somewhat as follows: 

8 a.m.—Belladonna. 

8.30-9.30. a.m.—One egg, and two very thin crisp rashers 
of bacon. Three pieces of thin crisp toast or three breakfast 
biscuits, with butter, honey, or red currant jelly. Two cups 
of milky coffee or tea. 

10 a.m.—Alkaline powder. 

11 a.m.—Milk or milky coffee. 

12 noon.—Alkaline powder. 

I p.m.—4 oz. of boiled or steamed fish. 3 oz. of well- 
mashed milky potato. Milk pudding, junket, baked custard, 
or stewed apple with cream. 

2.30 p.m.—Alkaline powder. 

4.30 p.m.—Two cups of tea with milk and sugar. One 
slice of sponge cake. 

5.30 p.im.—Alkaline powder. 

7-7.30 p.m.—Omelette or minced chicken. Mashed turnips, 
purée of peas, vegetable marrow, or well-mashed milky 
potato. Sweets as at lunch (1 p.m.). 

8.30 p.m.—Alkaline powder. 

10 p.m.—Hot milk or ovaltine. 

10.30 p.m.—Alkaline powder. 

The above regime may be gradually varied by allowing 
soft foods such as lightly cooked liver or boiled chicken, 
a grilled cutlet, etc., to be taken occasionally as a 
substitute for fish. Indeed, a little ingenuity will permit 
the selection of an entirely palatable and adequate diet 
provided that the rules as to the consistency and 
mechanical qualities of the food are always remembered. 
A close study of the patient’s personal habits and occupa- 
tion must be made in order that the hours of meals may 
be adjusted to suit him. It is usually necessary to see 
such patients after they have been back at work for some 
weeks or months in order to be sure that they are being 
reasonable as regards the hours of meals and the quality 
of their food. 


Alcohol, Tobacco, and Forbidden Foods 

Much has been written about the deleterious effect of 
alcohol and tobacco in cases of peptic ulceration. There 
is no evidence that alcohol should be prohibited provided 
that moderation is strictly observed. My custom is to 
prohibit the taking of either very large drinks or very 
strong drinks ; the bulk of the former is as risky as the 
strength of the latter. Patients should be informed that 
one of the risks of alcohol is that, taken before meals, 
it tends to induce an exaggerated appetite and to cause 
temptation to exceed reason in the amount of food subse- 
quently eaten. Tobacco is undoubtedly deleterious to 
anyone with a tendency to peptic ulcer, but so many cases 
are met with in patients who have never smoked in their 
lives that it is absurd to say that it is more than an 
accessory factor. 1 usually ask patients to give up 
smoking altogether, and warn them that if they cannot 
do this they must remember that anything beyond strict 
moderation is dangerous. 

A list of forbidden foods has the disadvantage of making 
some people think that anything that is not on the list 
is all right. The patient should therefore be warned that 
such a list cannot be inclusive, but merely contains the 
most dangerous foods. An appropriate list is as follows: 

1. All hard raw fruits and vegetables such as nuts, apples, 
pineapples, pears, lettuce, cucumber, celery, and tomatoes. 

2. All really tough or hard cooked fruits and vegetables 
such as cabbage, carrots, unmashed turnips, new potatoes, 
stewed pears, pickles. 

3. Tough meat, poultry, game, or fish. 

4. The less digestible starchy foods such as pastry, fruit 
cake, new bread, suet puddings, etc. 

5. Jams, etc., containing pips and skins. Currants, raisins, 
and figs. 

6. Strong condiments such as vinegar, mustard, curry 
powder, and chutney. 

7. Cheese, with the exception of the lightest forms of 
cream cheese. 
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BLOCD TRANSFUSION IN PRIVATE 
PRACTICE 


BY 


G. H. MACNAB, F.R.C.S. 


SURGICAL REGISTRAR, WESTMINSTER HOSPITAL ; LATE RESIDENT 
MEDICAL SUPERINTENDENT, HOSPITAL FOR SICK CHILDREN, 
GREAT ORMOND STREET 


Each hospital in this country has its own tried and 
trusted method for performing blood transfusion, and 
team work shared by the operator, the pathologist, and 
a specially trained nursing staff is the keynote to success. 
In private practice success lies in simplicity, so I have 
written this article to bring to notice a method which 
fulfils that purpose. 
Technique of Blood Grouping 

The materials required are: two haemocytometer 
pipettes ; stock sera 2 and 3; a pencil microscope ; 1-o0z. 
bottle of 3.8 per cent. citrate solution ; 1-oz. bottle of 
0.9 per cent. saline solution ; glass slides ; platinum loop ; 
small test tube ; and a Hagedorn needle. 

On arrival at the patient’s home three glass slides are 
warmed under hot water and cleaned. One drop of 
serum 2 is added to the left half of the slides A and B, 
and one drop of serum 3 to each right half. Eight drops 
of 0.9 per cent. saline and one drop of 3.8 per cent. 
citrate solution are placed in the small test tube. A 
donor is selected from the assembled relatives, the ear 
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Fic. 1. 


pricked, and blood drawn up in the haemocytometer 
pipette to the mark 1, and diluted to 1 in 100 by draw- 
ing up 0.9 per cent. saline to fill the bulb. At the same 
time one drop of blocd is added to the solution in the 
test tube. The patient’s ear is then pricked and the 
blood diluted to 1 in 100 in the other pipette and one 
drop of pure blood placed on slide C. One crop of the 
patient’s blood solution is added to serum 2 and 3 on 
slide A. One drop of the donor’s blood solution is added 
to serum 2 and 3 on slide B. One drop of the test tube 


solution is added to the drop of blood on slide C. (Fig. 1.) 
The pencil microscope (Fig. 2) is now applied. It is a 





Fre. 2. 


light instrument, which can be carried in the vest pocket, 
and is capable of 120 magnifications. Blood cells are 
easily seen by resting the microscope on the glass slide 
and applying reflected light through a white cardboard 
box 3 by 3 by 2 inches, with the aid of a pocket torch. 
Slide A is examined for agglutination, then slide B, and 
finally slide C. The results are as follows: 

Serum 2 agglutinated and serum 3 not agglutinated = Group 3. 

Serum 2 not agglutinated and serum 3 agglutinated = Group 2. 


Serum 2 not agglutinated and serum 3 not agglutinated = Group 4. 
Serum 2 agglutinated and serum 3 agglutinated = Group 1. 
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Slides A and B show the group of the patient and the 


donor, and whether they are universal recipients or 
universal donors. Slide C proves that direct matching, 


correct if no 
recognized 


as will take place in the transfusion, is 
agglutination is present. Agglutination is 
macroscopically by small red specks appearing in the 
solution, giving the appearance of fine sand. Under the 
pencil microscope cells are seen running together, dis- 


integrating, and forming adherent, irregular clumps. 
Agglutination in slide C requires the use of the pencil 


microscope, as the donor’s cells are outnumbered 1 to 10, 
and only small areas of clumping occur, the remainder 
of the field being occupied by the recipient’s cells floating 
in citrated serum. 

Theory.—Red blood corpuscles contain one or both of 
two agglutinogenic substances, A and B, and human 
serum similarly contains one or both of two agglutinating 
substances, a and b: A and a cannot exist in the same 
individual, as the result would be agglutination. Four 
combinations are possible: 


Group 1: Noa or b 
( 2: A and b 


Group 


a and B. 
No A or B. 


Group 3: 
Group 4: 


it is obvious from these facts that Group 1 is a universal 
recipient and Group 4 a universal donor. Unfortunately 


C and c have been discovered, and the Moss grouping 
has to be supported by direct matching to exclude 
C end'-c. 


Warning.—The agglutinins of the donor’s serum are 
ignored, as dilution to about 1 in 10 occurs on trans- 
fusion, but occasionally Group 4 has a high concentration 
of a and b. It is for this reason that I dilute the donor’s 
blood in 0.9 per cent. saline and 3.8 per cent. citrate 
solution, so that the conditions for direct matching are 
the same as are present during transfusion. This point is 
best illustrated by carrying out direct matching between 


two known Group 4 and Group 2 persons. Make Group 4 
j I 


act as the recipient and Group 2 as the donor, and 
agglutination will take place; but if the position is 
reversed and the same Group 2 person is made the 


recipient no agglutination will occur. 

Incorrect Grouping.—This may give rise to a fatal result 
during or after transfusion. Haemolysis occurs, and the 
first signs are pain in the lumbar region, followed by 
flushing of the skin, then paling, perspiration, dyspnoea, 

failing pulse, and, finally, dilatation of the 
pupil death. The patient may survive the initial 
shock, but in a few hours haematuria will appear, followed 
by albumin and casts in the urine. 
fatal anuria due to (1) haemoglobin lying free in the 
plasma acting as a renal blood pigment 
the renal tubules and destroying their walls. 


cyanosis, 


s and 
Several cases develop 


toxin, or (2) 
bloc king 
This erro 
titre and by discarding donors who, apart from agglutina- 
tion of their red r 
formation which is not easily broken up either with a 
loop or by the addition of lecithin. 
the 
agglutinins may act at low tempera- 
tures which at body heat For the same 
reason transfuse blood at body temperature. 


r is avoided by using sterile stock sera of high 


cells, show haemolysis or rouleaux 
platinum 
Cold 


before grouping, as 


Agglutination.—Always warm glass slides 


have no effect. 


Blood Transfusion Apparatus 


The apparatus included: 10 c.cm. three-way syringe ; 
graduated 750 c.cm. pyrex glass flask with rubber cork 
and two glass connexions; hypodermic syringe and 
needles ; donor's and recipient’s needles ; glass ampoule 


100 
nstruments to expose a 


aneurysm 


citrate solution 


scalpel, fine scissors, mos- 


containing ccm. cent, 


, 


3.8 per 
vein- 


uito artery forceps, needle, catgut, silkworm- 


qd 
gut, cutting needle, and ampoule of 2 per cent. novocain 
ibber tubing, size 10 and 6 and glass connexions : towels, 


rl 
gauze swabs, and bandages ; small rubber-bulb suction 
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pump. All these articles, except the suction pump, are 
kept sterile and ready for use in a drum 9 inches in 
diameter and 9 inches deep. 


Removal of Blood from Donor 

The donor is placed in the horizontal position and the 
median basilic vein selected. A small rubber band js 
placed around the arm, well above the elbow, and the 
correct amount of tension is obtained when the forearm 
shows biue and red mottling and the superficial veins 
become prominent. Rapid flexion and extension at the 
elbow-joint will increase venous congestion, as also will 
the cleaning of the surface with spirit. Beware of the 
large prominent vein that moves freely under the skin, 
This type of vein is often half punctured as it runs away 


from the approaching needle, and a haematoma forms, 
rendering further procedure at that point useless. 


The vein having been selected, one or two minims of 
2 per cent. novocain are introduced intracutaneously, 
A sharp needle of wide bore is now produced, the purpose 
of which is to slip through the skin and enter the vein. 
At this stage a point of difficulty arises. A needle of 
wide bore which increases in calibre from its point of 
entry permits of a free flow of blood with diminished 
friction, but the bulk of the needle prevents easy entrance 
through the skin to the vein. I have designed a needle! 
(Fig. 3) to overcome this difficulty. It is made of stainless 








a highly polished wide bore of increasing diameter tends 
to prevent coagulation of blood. From the bevel of the 
needle a cutting edge arises formed by grooving the needle 
on its under surface. The upper surface of the needle 
leads from a sharp point to a cutting edge formed by 
the meeting of two flat surfaces at an acute angle. The 
shoulder of the needle is bevelled to meet the cutting 
hollow-ground edge on the under surface, thus removing 
a sharp angle which would obstruct the passage of the 
needle through the skin. A portion of glass tubing one 
inch long is permanently fitted into the mount. of the 
diameter increasing it leads to a 
portion of rubber tubing is 


steel, and retains the principle of French’s needle, in which 


with its 
which a 


and 
end to 


needle, 
bulbous 
attached. 

The rubber tubing, size 10, is 18 inches in length, and 
to the pyrex flask resting on a table at a level 
the donor’s arm. The neck of the flask con- 


leads 
lower than 


tains a rubber cork with two right-angle glass connexions 


The 


passing through it. donor’s needle is attached to 
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INCORRECT 


CORRECT 


Fic. 4. 


one flask coaunexion and the suction pump to the other: 
10 c.cm. of citrate solution (3.8 per cent.) is added to 
the flask for every 100 c.cm. of bloed to be withdrawn. 
Citrate solution is run through all the connexions. The 
needle is now entered (Fig. 4) with the bevel next to the 
skin ; this ensures that the lumen of the needle 
enters the vein at the same moment, and prevents puncture 
of the posterior wall. It is also useful if the vein collapses, 


whole 


"The needle is made by Donald Rose, 36, George Street, 


London, W.1. 
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as the walls can be separated by lifting the needle up 
from the skin. Just before entering the vein, pause and 
pump the rubber bulb, thus creating a vacuum in the 
flask ; the negative pressure produced sucks the cork 
tightly into position. The negative pressure in the bottle 
increases the rate of flow and prevents clotting, and the 
sight of blood in the glass portion of the needle is the 
only proof that the vein has been entered, and permits 
of concentration on the needle and not on the flask. 
Many a time have I seen a vein well and truly entered, 
and then the operator lose confidence and position as he 
twists himself to gaze into the depths of the flask and wait 
for the blood to wend its way round the coils of tubing. 
You must have a needle that enters a vein with ease and 
gives immediate indication of its entry. Coagulation in 
the flask is prevented by keeping it in motion to ensure 
uniform citration. The blood having been obtained, the 
rubber band is released with one hand, a pad of wool put 
over the site of the needle puncture, and the needle with- 
drawn. With my needle the diamond-shaped cut falls 
into a fine, straight line, and bleeding stops at once. A 
small collodion dressing can be applied, or merely a drop 
of iodine. The flask is placed in a small retort stand in 
a basin of warm water and carried to the side of the 
patient. 

Infusion of Blood into the Patient 

The 10c.cm. three-way syringe? (Fig. 5) is now assembled. 
It consists of a metal handle carrying a metal cup to which 
are attached three outlet taps. The cup receives a care- 
fully fitted cylindrical block of steel, which is in connexion 
with a 10 c.cm, syringe. The channel opening from the 
syringe through the block of steel can be made to come 





Fic. 5 
to flask containing blood. B is attached by rubber tubing to 
transfusion needle. 


-Yhree-way syringe. A is attached by rubber tubing 


into line with any one of the openings in the cup by 
moving the syringe through the are of a circle. The two 
parts of the apparatus are kept in contact with a metal 
clip, easily inserted. Rubber tubing with a lead weight 
is attached to one outlet and allowed to sink to the 
bottom of the flask. To another outlet is attached rubber 
tubing leading to a fine glass connexion and needle 
(Record, serum size 1). Citrate solution is drawn into 
the syringe through the third outlet, the tubes to flask 
and needle are filled, and all air is driven out. The 
needle is now inserted into the patient’s median basilic 
vein, and blood immediately enters the capillary tube. 
The barrel of the syringe is withdrawn, and any air left 
in the tube enters the syringe and is evacuated through 
the third outlet. The residual citrate solution in the 
syringe is injected to prevent clotting at the needle point, 
and then the syringe is turned over to outlet 1 and blood 
drawn up from the flask, any air present being ejected 
through outlet 3. The apparatus is now free from air 
and the infusion of blood is carried out. 

I have found that for patients less than 7 years old 
the vein has to be isolated and a cannula used. The 
2? The direct flow three-way svringe is made by John Bell and 
Croyden, Wigmore Street, London, W.1. 











vein to isolate is the internai saphenous as it crosses 
the surface of the internal malleolus. The vein is deeply 
situated at this point, and lies next to the periosteum 
covering the bone. Novocain (2 per cent.) is injected, and 
then the skin is superficially incised with a scalpel. The 
scalpel is now laid aside and the remainder of the dissection 
carried out with blunt-pointed scissors. The middle of 
the incision is lifted up with fine-tooth forceps, and the 
tissues opened with scissors until the vein comes into 
view. With this method the vein will never be ruptured. 
The vein is now picked up with non-toothed forceps and 
cleared on all sides. Two strands of catgut are then 
passed under the vein on an aneurysm needle, and the 
distal one is tied with a single knot while the proximal 
one is formed in a loop. The portion of vein between 
strands of catgut is now held taut, and a pair of mosquito 
forceps are applied at an angle of 45 degrees to the anterior 
wall of the vein. A valvular flap is now cut with scissors 
close to the forceps, and the flap is raised, exposing the 
lumen of the vein. Escape of blood from the vein is 
controlled by increasing tension on the strands of catgut. 
A cannula takes the place of the recipient’s needle, and 
blood transfusion is carried out as previously described. 

The Cannula.—For infants I use a very fine cannula 
made of silver. The essential point is that the end of 
the cannula has rounded edges. If the edges are merely 
blunt they will catch in the endothelial lining of the vein 
and destroy the lumen. A large number of cases of so- 
called spasm of the vein are due to this fault, the proof 
being that if a probe twice the diameter of the cannula 
is inserted it will pass freely up the lumen. Beware of 
passing the cannula between the sheath of the vein and its 
wall ; proper dissection will prevent this error. As soon 
as the cannula is inserted the proximal catgut strand is 
tightened on it with a single knot. After transfusion the 
cannula is withdrawn, the strands of catgut removed, 
the skin sutured, and a pressure pad applied. Leak from 
the vein is thus easily controlled. 

The Syringe.—Its value is now apparent. It provides 
for a carefully regulated flow and for pressure required in 
the transfusion of dehydrated infants. It takes the place 
of all types of positive pressure apparatus, and the third 
outlet prevents air-locks holding up the flow of blood 
in the tubes. 

Rate of Infusion.—I consider that 20 c.cm. of blood 
per minute in a full-grown adult is ideal ; in an infant, 
8 c.cm. per minute. If the patient is very ill, apart 
from the loss of blood, the rate should be slowed down. 
In infants a slow rate of infusion of the first 20 c.cm. 
prevents sudden dilatation of the right side of the heart. 

Reactions.—During the transfusion the patient may 
complain of pain in the chest or difficulty in breathing, 
or in more serious cases show signs of collapse. The 
majority of these reactions are due to too quick a rate 
of transfusion. Impurities in the citrate solution have 
been blamed in the past, but if normal saline is infused 
rapidly the same reactions will be noted. Rigors are 
sometimes seen after a transfusion, due to the same cause. 
When infusing blood threugh the basilic vein slow down 
the rate, as the valved system in the internal saphenous 
vein is not present. Reactions due to wrong grouping 
have already been described. 


Summary 

A safe method is*employed in which the patient's 
serum is not required. Time and the use of a centrifuge 
are saved. The stock sera are kept ever ready in a cage 
and only require changing each six months, as deteriora- 
tion is a slow process. There is no difficulty in obtaining 
blood from the patient, as only two drops are needed. 
Direct matching is carried out under conditions approxi- 
mating to those of transfusion, acting as a check on the 
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Moss grouping and avoiding error due to the donor’s 
agglutinins. The light pencil microscope relieves the 
burden of carrying around the standard microscope. 

The apparatus is simple. A new needle has 
designed in which a wide bore has been retained, and yet 
it can glide through the skin, due to its hollow-ground cut- 
ting edge and reduction in bulk. The pyrex flask is light 
and easily sterilized, and its broad base provides a large 
surface area of citrate for the entering blood to mix in. 
The rubber cork with glass connexions is sucked into 


been 


position with the rubber suction bulb, a vacuum created, 
and a rapid flow ensured. The rubber bulb does not 
require to be sterilized ; therefore long life is ensured. 
When the blood is withdrawn the flask is clamped in 
its stand in warm water and no fear of upset arises. 

From the age of 7 years onwards there is no need to 
cut down on the vein. The three-way syringe permits 
of definite control of the rate of infusion, and in infants 
allows pressure to be applied to introduce the first few 
cubic centimetres of blood. The fine-thread glass con- 
nexion next to the recipient’s needle fills with blocd as 
soon as the vein is entered, and prevents the operator 
transfusing too quickly. 

Average figures for the adult and for the infant are 
20 c.cm. and 8 c.cm. per minute. Rapid transfusion 
accounts for the majority of the reactions, and in infants 
may lead to dilatation of the right side of the heart. 





RISK OF ANAESTHETIC EXPLOSIONS 


PRECAUTIONS IN OPERATING THEATRES 
The Minister of Health has issued to the local authorities 
and to medical officers of health in England and Wales 
a memorandum dealing with the possibilities of explosions 
in operating theatres arising from the use of electrical 
apparatus in the presence of an inflammable anaesthetic.! 
The risk of a serious accident is a remote one, and has, in 
fact, been computed in America as not more than 1 in 
100,009. Nevertheless, which 
proved fatal to patients have been recorded, and the 
possibilities of such occurrences have increased within 
recent years. The Minister is insistent that his memo- 


several explosions have 


randum should not be construed as implying that either 
administering or receiving an anaesthetic is in any way 
a perilous adventure, but it is hoped that by drawing 
attention to certain may be taken to 
minimize a risk which, though small, is inevitable in any 
surgical operation involving electrical apparatus and the 


dangers steps 


administration of a general anaesthetic. 


Three Factors Increasing the Risk 

There are three factors which seem likely to increase 
the risk of anaesthetic explosions. First, the administra- 
tion of ether and oxygen mixtures has become increasingly 
common in recent years. Secondly, there has been a 
considerable extension of the use of electrical apparatus 
with the development of such instrunmients as the sigmoido- 
scope, the cystoscope, the cautery, and surgical diathermy 
appliances. X-ray apparatus too is now more often used 
in the presence of an inflammable anaesthetic. Thirdly, 
the problem of static electricity as a determining cause 
in these explosions has been brought to the fore recently 
and is regarded as an increasing risk, since the intrceduc- 
tion of artificial ventilating systems has produced con- 
ditions more favourable than formerly for its production. 


The Choice of an Anaesthetic 
The memorandum outlines in brief the results of a study 
which has been undertaken by the Ministry in consulta- 
tion with the Factory Department of the Home Office. 


The matter has received, too, the attention of the Anaes- 
191 Med H.M. Stationery Office (1d.) 
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thetics Committee of the Royal Society of Medicine and 
the Medical Research Council, with the co-operation of 
the National Physical Laboratory.* It is pointed out 
that a rich ether-oxygen mixture is more dangerous than 
a corresponding ether-air mixture, and a very small Spark 
will suffice to cause ignition. The ordinary A.C.E. mixture 
may become explosive when mixed with air and used 
in proximity to any apparatus likely to involve the spark 
or hot wires. Nitrous oxide itself is not inflammable, 
but mixtures of ether and air or oxygen are rendered 
even more inflammable by the addition of NO. Ethyl 
chloride, the use of which has become more and more 
popular, particularly for the induction of anaesthesia in 
children, yields a vapour which produces an explosive 
mixture with air ; and ethylene-oxygen forms a mixture 
which when ignited produces a very destructive explosion, 

Where an explosive risk is anticipated the alternative 
methods of anaesthesia that are available include local 
analgesia, basal narcosis, nitrous oxide and oxygen, and, 
of course, chloroform. In certain cases, however, local 
analgesia may be impossible, and the use of these other 
non-explosive and non-inflammable anaesthetics may be 
contraindicated. For these cases, where ether in some 
form must be used, the risk of explosion may be con- 
siderably lessened by the employment of a rigidly closed 
circuit with carbon dioxide absorption. Under such 
conditions and with a tightly fitting mask, no anaes- 
thetic should escape into the air. 

In some types of anaesthetic apparatus an explosive 
mixture containing ether may be delivered although the 
valve or tap is set to admit chloroform or nitrous oxide 
only. This is due to evaporation, combined with the 
slight suction effect of the gas flow, and its occurrence 
is more likely where the ether bottle 1s surrounded by 
a hot-water jacket. The casual emptying of the ether 
container in such a case is no safeguard, but is possibly 
an added danger. The ether bottle should be completely 
detached and not replaced until all trace of ether has 
been removed, or, failing that, it should be fitted with an 
effective separate valve which completely closes the outlet 
from the bottle when ether vapour is not required. It 
has been established experimentally that ether-oxygen 
mixtures can ignite along an intratracheal tube. It 
follows, therefore, that if ignition does take place the 
flame may strike back through the anaesthetic tubing 
and reach the ether bottle. 


Types of Electrical Apparatus 

The essential feature of the surgical diathermy apparatus 
is the cutting arc or spark at the electrode which is 
definitely capable of igniting ether-air or ether-oxygen 
mixtures. A further risk of ignition arises, too, from 
the spark gaps within the cabinet and from the fact that 
the patient may be at an electrical potential, with a con- 
sequent risk of sparking to the operator or to other 
conducting bodies such as the table or _anaesthetic 
apparatus. X-ray apparatus is perhaps only infrequently 
used in the presence of an inflammable anaesthetic, but 
where it is so used sparking may occur from a defect in 
insulation at switches, regulators, fan-cooling motors, or 
plug-and-socket connectors, the degree of danger depend- 
ing on the ventilation and the proximity of the patient. 
Surgical lamps when used in diagnostic or in operative 
instruments must necessarily be of small dimensions, and 
this has led to a form of construction which, compara- 
tively, is not robust, and which tends therefore to become 
unreliable with use. So too sparking may be caused by 
the accidental short-circuiting of exposed terminals or as 
a result of failure of insulation, or of intermittent contact, 
in the instrument and at the various switches. Such 
sparking is particularly dangerous in nose and_ throat 
operation when anaesthesia is being maintained by ether- 
oxygen. The design and construction of surgical lamps 
and of surgical electrical apparatus generally is the 
province of the manufacturers ; but it should be remem- 
bered that the best designs may be rendered ineffective 
and consequently dangerous unless their maintenance is 
both careful and competent. E. 

* See letters in British Medical Journal, December 7th (p. 1128), 
and December 14th, 1935 (p. 1374). 
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Static Electricity 

The general electrical lighting and heating apparatus 
of the theatre with its switches and plug sockets may, 
when defective, provide a risk of ignition, but apart from 
this there is the possibility of frictional electrification, 
roducing considerable static voltages in an operating 
table, a patient’s trolley, or in portable anaesthetic equip- 
ments. Under ordinary conditions the atmosphere of this 
country is humid enough to prevent this, but on excep- 
tionally dry days or in theatres in which only warm dry 
air is provided by a ventilating plant the possibility of 
electrification, as for instance by drawing a dry blanket 
or a towel across a table, must be borne in mind. Such 
a charge will usually leak away after a few seconds, but 
it may discharge by sparking to the patient or other 
person or to adjacent objects, and thus ignite any inflam- 
mable anaesthetic mixture. This source of danger may 
be eliminated by artificial humidification of the air ; 
or any insulated apparatus, such as a rubber-tyred trolley 
or an operating table, may be earthed effectively by a 
light trailing chain between the metal work and the floor. 
Static electrification is readily discharged by such earth 





connexions, and this point is of some importance where 
it appears undesirable, on account of shock risk, to intro- 
duce ‘“‘ dead’’ earthed apparatus into a theatre whose 
current is supplied from public mains. A further pre- 
caution is possible by devising local means of extracting 
air and vapour from the immediate vicinity of the patient. 
This will considerably diminish the general diffusion of 
anaesthetic vapour in the theatre and will thus reduce the 
explosion risk, apart from its advantage to the surgeon 
and his assistant. 


Conclusion 


The memorandum concludes with a brief account of 
some three recent explosive accidents which have occurred 
in operating theatres in this country. It is hoped that 
local authorities will take steps to ensure that the pre- 
cautions outlined in the memorandum are adopted as far 
as possible in all institutions under their control, and it is 
suggested that these authorities should make themselves 
responsible for circularizing copies to all voluntary hos- 
pitals, nursing homes, and other establishments where 
surgical operations are performed. 








AN ESSEX HOSPITAL SURVEY 


A report by the county medical officer of health for Essex 

(Dr. W. A. Bullough) on the accommodation and medical 
dassification of patients in public assistance institutions in 
the county, together with a review of the accommodation in 
the voluntary hospitals, has been published by the Essex 
County Council. Essex, like other counties with one foot in 
London, special difficulties in arranging institutional 
accommodation to mect the needs of the larger rural area 
with its scattered population and of the small metropolitan 
area with its large and rapidly increasing population. During 
the last intracensal period the population of the administrative 
county (that is, excluding the county boroughs, East and 
West Ham and Southend) increased by more than 250,000, 
and probably stands now at well over one and a quarter 
millions. In rural Essex, although the demand for beds for 
acute cases is likely to increase slowly, the number of these 
additional beds to be provided by the public authorities will 
depend upon the activity of the various voluntary hospitals, 
and the beds available for the chronic and infirm will probably 
suffice for the although schemes are mooted for 
eventual extensions at Chelmsford and Colchester. In_ the 
metropolitan area a very different state of affairs presents 
itself, and the problem of finding accommodat*on for both 
acute and chronic urgent. Dr. Builough believes 
that in the southern and south-western parts of the county 
(the southern including such centres of population as Ilford 
and Romford, and the south-western Leyton and Waltham- 
stow) the population may well increase by 150,000 during the 
next five years. In the southern area there are only two 
voluntary hospitals—namely, King George’s Hospital, Ilford, 
and Romford Victoria, with 173 beds between them, which 
may, by 1940, be increased to 350; and in the south-western 
area, although the number of beds provided by the voluntary 
hospitals is 774, only about 300 of these are available for 
patients from the administrative county. 

In public assistance hospitals there are available for patients 
from the administrative county 3,048 beds, of which roughly 
33 per cent. are occupied by acute cases, 29 per cent. by 
chronic, and 38 per cent. by infirm, and the beds in the 
voluntary hospitals available for administrative county 
patients are 1,097, making the total hospital accommodation 
4,145, or 3.3 beds to 1,000 population. Dr. Bullough makes 
recommendations for a hospital programme looking well ahead. 
He urges that a new hospital for, ultimately, 500 acute cases 
should be provided in the southern area, and a similar one, 
together with an institution for, ultimately, 800 chronic and 
infirm cases, in the south-western area. In the south-eastern 
area, which includes Grays and Tilbury, it is proposed that 
the Orsett institution, at present with 200 beds, should be 
extended to 250, and that a site should be obtained in the 
vicinity of Rayleigh for a hospital for a further 250 chronic 
or infirm patients. As for the other parts of the county, 
it is considered that there should be hospital extensions at 
either Chelmsford or Colchester, or both, Chelmsford having 


has 


present, 


cases is 
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the preference in point of time. There is no immediate neces- 
sity to provide any large number of beds for acute cases at 
either of these places, but it is recommended that considera- 
tion should be given at an early date to the planning of a 
scheme for the next twenty years, so that any additional 
accommodation can be built according to a considered plan. 
It is suggested that in Chelmsford the scheme should allow 
for an institution of, ultimately, 250 beds, of which thirty 
would be for maternity cases, fifty for acute medical and 
surgical cases, and the remainder for the chronic and infirm. 
Finally the medical officer urges the provision of two con- 
valescent homes or hospitals of approximately 100 beds each, 
one conveniently situated in the southern area and the other 
on the coast. He also suggests that conferences should be 
arranged district by district with representatives of the volun- 
tary hospitals, either before or after his recommendations 
are considered. 





ROYAL MEDICAL BENEVOLENT FUND 


CENTENARY YEAR 
At a recent meeting of the committee sixty-four grants were 
voted, amounting to £1,329. Fiftetn new applicants were 
assisted, and grants were renewed to forty-nine beneficiaries 
already on the books of the Fund. : 
The following are a few of the new cases helped: 


Daughter, aged 73, of M.R.C.S. who died in 1872. She lived 
for many years in Italy, and hitherto has earned enough to 


maintain herself by giving lectures on archaeology and ancient 
history and by acting as guide and explaining historical sites to 
English visitors in Rome. The prospect of less work in the future 
has decided her to leave Italy. She has worked hard all her life 
and kept herself in comparative comfort, much of which she will 
now have to forgo. On arrival in England she will have only 
£70 per annum to live on. The Fund voted her an allowance of 
£36 per annum. 

Daughter, aged 52, of M.R.C.S. The applicant’s mother, aged 
‘87, is a beneficiary of the Fund, and is in receipt of medical 
pensions of £42 per annum, plus old age pension £26 and dividends 
of £12. The daughter used to look after her aged mother, and also 
took paying guests to augment the income, but owing to a recent 


breakdown in health she is unable to continue this work. The 
Fund has voted an allowance of £26, and the Roval United 
Kingdom Beneficent Association has granted £31. The Fund, by 


contributing £68, has raised the income of these two ladies to 
£137 per annum. : : 

Daughter, aged 79, of surgeon in the Royal Marines who died in 
1862. The applicant maintained herself all her life in the nursing 
profession until eight years ago. She then joined her sister, and 
was able to manage till her sister's death recently. Although now 
living rent free this lady has only the old age pension of 10s. a 
week. The Fund voted an allowance of £36, and will conside1 
what further help may be needed. 

During the Centenary Year of 1936 a special appeal is made 
for new subscribers to carry on the work founded one hundred 
years ago, and for donations to the Centenary Fund. 
Cheques should be addressed to the Honorary Treasurer, 
Roval Medical Benevolent Fund, 11, Chandos Street, 


Cavendish Square, London, W.1. 
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THE INTERNATIONAL CONGRESS OF 


SURGERY AT CAIRO 


‘TFROM A CORRESPONDENT 


Ihe tenth International Congress cf Surgery, held in Cairo 


between December 31st and January 4th, was in many 
ways a notable event. Over forty countries were repre- 
sented by nearly four hundred visiting surgeons, who 
came from places as far apart as Finland and New Zea- 
land, Japan and Buenos Aires. 3ut while there were 
representatives present from Russia, and these the first 


from that country since the war to attend an international 


surgical and the absence 


neeting, none came from Italy, 
of the Italian surgeons was the more conspicuous since 
some of them were to have been openers at the scientific 
disc uss'ons. 
Great Britain was represented by Professor Grey Turner 


the Pritish delegate, Professor Archibald Young 
Protessor Kelly (Liverpool), Professor Lambert 
(Cardiff), and Messrs. Milligan 
Hutton (Glasgow Dickson Wright 
Most of the British left London 
morning, and after joining up with those from 


(London) 
Gl iSgOw ), 
(London), 


; 5 
Rogers Fagge 


London and 


(London visitors on 
Christmas 
the 


to Alexandria, where, shortly after the arrival on Decem- 


Continent in Marseilles travelled by special steamer 


ber 36th, a reception of the party was held by the Mayor 


and Municipality. After luncheon we were taken on a 
tour of inspection which included a visit to the new 
King Fuad I Hospital, an institution which we were 
told was modelled after the Martin Luther Hospital in 


Berlin and contained some 450 beds. 
left for C 


Later that evening 


we uro. 


The Opening Ceremony 


The 


Was 


The Cairo meeting began the following morning. 
The Hague, 
vice-president, Professor Aly [brahim 
Pacha, doyen of the Faculty of Medicine in Cairo, and 
of Brussels, President of the 
Assisted the officers of the 
society, and especially the energetic and popular Se retary- 
General, Dr. Léopold Mayer of Brussels, the international 
and local committees produced 


president, Professor Schoemaker, from 


supported by the 


by Professor Verhe OgeN 


International Committee. by 


an excellent programme. 


At the opening ceremony, which took place in the new 
Egyptian University buildings, it had been hoped that 
King Fuad would have been present, but indisposition 
prevented his attendance and he was represented by 
Prince Mohamed Alv Hassan. Addresses were delivered 
by the Minister of Public Instruction, by the President 
ind Vice-Presidents of the Congress, by the President of 
the International Committee, by the Past-President of 
the Society, Professor de Quervain of Berne, and by the 
Secretary-General. Kegret was expressed at the absence 
through illness of Professor von Eiselsberg of Vienna, who 
was to have presided at this meeting. 

During the opening ceremony ‘the disturbances by 
students, to which the public press has drawn attention, 
1 pl Some of the visitors when passing to their 
places in fine buildings of the new university were 
jostled and obstructed by the surging and excited crowd 
f students, and a ceremony which would otherwise have 
heen dignified and impressive was to some extent 

irred by their undisciplined behaviour. That afternoon 
nd later in the week there were slight disturbances in 
vi of the IXasr-cl-Aini Hospital and Medical 
S yl, in e buildings of which the scientific meetings 
were held, but squads of police carrying long sticks and 
wearing stecl helmets were much in evidence and nothing 
came of tli t pis 


INTERNATIONAL CONGRESS OF SURGERY 





AT CATRO ay EE Brirrsm 
SIEDICAL JOURNAL 
Scientific Discussions 
The subjects discussed were: the surgery of the para- 
the surgery of the lumbar sympathetic system ; 
the surgery of the colon, with the exception of that for 
mahgnant though — the 
morning discussions began at eight o’clock, and in Spite of 
late re 
were very w: 


thyroids 


disease and bilharzia. Even 
‘ceptions on the night before, the scientific meetings 
ll attended. 


their addresses with many gestures and much enthusiasm. 


Some of the speakers delivered 


Chis was particularly noticeable in the case of Professor 


René Leriche of Strasbourg, who was in consequence 
described by the local press as the Mussolini of the 
conference.’’ In the discussion on the parathyroids Dr. 


Prague) suggested that when, as was well known 
many of those present, improvement, sometimes very 


Jirasek 
to 
considerable, followed an unsuccessful exploration for q 
parathyro'd tumour in some cases of hyperparathyroidism, 
this improvement was probably due to interference with 
the blood supply to, or with the sympathetic innervatioa 
the parathyroid bodies. 

Archibald Young was an opener in the dis- 
cussion on the surgery of the lumbar sympathetic system, 
and briefly dealt with the history of the subject. He 
that had still a 
place in surgery and was of value in certain 
conditions, of chronic leg ulcer. 
Lumbar gangl'onectomy useful in of 
polyarthritis, and following the operation he had _ noted 


ot, 


Professor 


believed periartertal sympathectomy 


distinct 


such some cases 


as 


was some Cases 


improvement in the joints of the upper limbs as well as 


in those of the lower, but was unable to explain the 
mechanism of this. He drew particular attention to the 
importance of careful post-operative treatment. Most 
speakers in this discussion favoured extraperitoneal 


approaches to the lumbar gangha rather than the older 
transperitoneal operations. Lambert Rogers 
discussed experimental and clinical evidence relating to 
the magnitude and duration of the effects following peri- 
vascular and ganglion extirpations, and stressed the impor. 
tance of avoiding the first lumbar gangha and the pre- 


Professor 


sacral fibres in male patients. 

The in the discussion the colon were Dr. 
Corachan (Barcelona), Professor Grey Turner (London), 
Dr. Soupaults (Paris), and the Professor 
Schoemaker (The Hague). Professor Grey Turner gave a 
general account of English practice, and illustrated his 
certain of which bore inscrip- 


Openers on 


president, 


remarks by lantern slides, 


tions in French ; these were of great value in enabling 
some of those present to follow his argument, and were 
a source of much favourable comment afterwards. He 


pointed out the necessity in some cases of megacolon of 
employing drainage or resection in addition to sy mpath- 
Dr. Shelton Horsley of Richmond, Virginia, dealt 
and showed lantern slides of the 
and of of endometriosis coli, and 

technical points in connexion with resection 
operations. The reports of Professor Aly Ibrahim Pacha, 
M. Khalil Bey, Dr. bilharzia were 
instructive, and of much interest to the visitors to Egypt. 

Many contributed to the and, generally 
speaking, those who did so kept well to the time allotted 


ectomy. 
with chronic ileo-colitis 


, 


two cases 


condition 
referred to 
and Makar (Cairo) on 


discussions, 


to them. The value of this, as of all such conferences, 
was greatly added to by the informal talks between 
visitors and the renewal of old and the creation of new 


friendships. 


Other Activities 


In the grounds of the Medical School a pavilion had 
been erected, in which an exhibition of surgical instru- 
ments, books, etc., was held. It was pleasant to note 


the number of British firms represented and the excellent 


quality of some of the exhibits. Visits of inspection were 


paid to the various departments of the Medical School and 
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to the local hospitals, and operations were witnessed in 
some of Probably the surgery which interested 
visitors most that for conditions, such 
splenectomy for Egyptian splenomegaly, the extirpation 
of bilharzial masses, and the treatment of liver abscess. 
Attractive and interesting visits were arranged for us 
to the»Great Pyramids, by Nile steamer to the Delta 
Barrage, and to the surroundings and museums of Cairo. 


these. 


was local as 


On most. evenings receptions were held at one of the many 
excellent hotels for which Cairo is noted, and the congress 
terminated in impressive surroundings on the night of 
Saturday, January 4th, with a banquet de cléture at the 
Mena House Hotel at the foot of the Great Pyramid, 
Cheops. 
Next International Congress of Surgery 

The next meeting has been arranged to take place in 
1938 in Vienna, under the presidency of Dr. Matas of 
New Orleans, and with Professors Sauerbruch of Berlin 
and Hybbinette of Stockholm as vice-presidents, and the 
(1) the surgical treat- 
ment of arterial hypertension ; (2) bone grafting ; and (3) 
the treatment of the lung. In 
addition to these subjects there will be a fourth selected 


subjects for discussion are to be: 
» 
and tumours 


of cysts 


at a later date. 





RESEARCH IN MENTAL HOSPITALS 


REPORTS TO THE BOARD OF CONTROL 


The first part of the annual report of the Board of Control 
for the year 1934 was noticed in the Jowrnal on September 
YIst, 1935. Part Il, which has now been issued,' follows 
the same general lines as its predecessors, consisting of a 
supplement devoted to scientific research work in 1934 
and ten appendices. Five of these reproduce entries by 
commissioners at county and borough mental hospitals, 
registered hospitals, metropolitan licensed houses, — pro- 
vincial licensed houses, and the Maudsley Hospital ; one 
supplies a list of institutions for persons suffering from 
mental disorder ; two relate to institutions for voluntary 
patients ; and the two remaining appendices are lists of 
nursing homes for the reception of voluntary and tempo- 
rary patients and for the mentally defective. Part IL of 
the present report has 466 pages, as compared with 176 
last year. 


Interaction of Bodily and Mental Disorders 

The supplement comprises seventy-four communications 
relating to the research work undertaken during the year 
under review by sixty-two public mental hospitals, four 
registered hospitals, seven institutions for mental defec- 
tives, and the Central Pathological Laboratory of the 
London County Mental Hospitals. The last-named is 
contributed by Dr. F. L. Golla, who points out that it 
is becoming abundantly clear that most, if not all, forms 
of disorders of conduct are expressions either of a general- 
ized bodily disorder or of one specifically involving the 
nervous system. The task of a pathological laboratory, 
he remarks, is to investigate patiently the functional 
efficiency of the organism of the insane, and to follow up 
the clues afforded by the disorders observed in particular 
functions. Although these investigations must necessarily 
be slow and laborious, there is now evidence of increasing 
success. Insanity’due to syphilis has yielded in consider- 
able measure to specific treatment, and the number of 
cases is growing in which the mental disorder is traced 
to various forms of bacillary conditions which are similarly 
amenable to therapeutic measures. There are also indica 
tions that certain other types of insanity are referable to 
a disequilibrium of the organs of internal secretion, and 
that organotherapy may be a hopeful line of research. 
In a yet more numerous class of mental disease profound 


‘The Twe tv-fivst Annual Re port of the Board of Control for 
the Year 1934. Part 11. London: H.M. Stationery Office. 1935. 
(7s. net.) 
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disturbances of the metabolic processes are being studied. 
Dr. Golla repeats the complaint that, while about 
£7,000,000 is annually spent on the maintenance of the 
insane, the expenditure on research is very small when 
compared with that in other branches of medicine. He 
gives numerous instances of investigations which are pro- 
ceeding in the Central Laboratory. The nervous centres 
governing respiration have been shown to function 
peculiarly in dementia praecox, affecting the elimination 
of carbon dioxide from the blood and also the oxygenation 
of the tissues generally and the central nervous system. 
The beneficial effect of controlled exercises in this con- 
dition has now become apparent, and from this starting- 
point researches are being pushed in several directions. 
The nature of the blood in epilepsy is being intensively 
studied, and it has now been shown that there is no 
such slight bromine deficiency as was once suspected. 
It will be recalled that McLaughlin and Lloyd recorded 
in the British Medical Journal of June 10th, 1933, the 
failure of acetylcholine to benefit cases of epilepsy. 


Focal Sepsis: Malaria Therapy 


It is impossible to do more than refer to a few of the 
investigations which are mentioned in the report ; some 
have been already published elsewhere and others are 
awaiting publication. 

The Birmingham Joint Board of Research for Mental 
Diseases is continuing to pay attention to dental and 
tonsillar sepsis ; its clinical research work of the year has 
been chiefly directed to the investigation and treatment 
of the bodily disease conditions, attention to which has 
been shown to ameliorate definitely the mental state. The 
results of studying the nasal sinuses by the suction-explora- 
tion method have been found to justify fully this 
procedure even in cases in which septic exudates in the 
nasal passages were not manifest on rhinoscopical exam- 
ination. Details are given of several cases successfully 
treated by dental and oro-nasal measures, the close rela- 
tion of the psychoses to dental sepsis being apparent. 
There are frequent references to malaria therapy in 
syphilis, and Dr. F. H. Healey prepared a thesis for the 
M.D. degree at Birmingham from material collected at the 
County Mental Hospital, Chester, in which he maintained 
that this was the only hopeful form of treatment of mental 
conditions associated with neurosyphilis. He added that 
the prophylaxis of neurosyphilis, with or without mental 
disease, depended on the early and intense treatment of 
syphilis with concurrent courses of arsenic and bismuth, 
and supplemented in all stubborn cases with the induction 
of malaria. The investigation of anti-malarial chemo- 
therapeutic tests has been continued at the Devon Mental 
Hospital in collaboration with a representative of the 
Ministry of Health. The conclusion was reached that 
quinine, even when given in curative doses during the 
incubation period of an infection due to B. falciparum, 
has no action in preventing the onset of the malarial 
attack, but that both atebrin and plasmoquine are very 
effective for that purpose, the former being rather the 
better. 

There are one or two references to the danger of pro- 
longed necrosis due to somnifaine, rendering this an un- 
suitable drug for routine use in the average mental hos- 
pital, though definitely valuable when great care is taken 
to test tor barbituric idiosyncrasy, to keep the dosage 
small, and to protect the patient with glucose and insulin. 
At the Dorset County Mental Hospital somnifaine is now 
used in doses of 2 c.cm. daily over prolonged periods, 
and has proved, when thus used, a valuable supplement 
to the more ordinary sedatives. At the same institution 
the treatment of early general paralysis by pyrifer and 
tryparsamide has resulted in a 30 to 35 per cent. good 
remission rate, and has been found to be free from the 
risks incurred in malaria treatment. The report of the 
Swansea Borough Mental Hospital includes a summary of 
a paper read by a temporary assistant medical officer, 
who commented candidly on the mental hospital as viewed 
by a general practitioner. His two main criticisms are 
that medical staffs are often numerically inadequate for 
the work that ought to be done, and that psychiatrists 
seem reluctant to impart to their prefessional brethren 
their specialized knowledge. 
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HEALTH OF THE ROYAL AIR FORCE 


REPORT FOR 19384 
The Report' on the Health cf the Royal Air Force for 
1934 satisfactory decrease in the incidence .ot 
all disabilities. It comprises four chapters, the first three 
dealing with the health of the R.A.F. a whole at 
home and abroad, while the fourth is devoted to the 
special departments ; further information is provided in 
a large number of tables and charts. From an average 
strength cf 30,624 the total number of cases of sickness, 


records a 


as 


including all minor ailments, was 19,344, giving an in- 
cidence of 632 per 1,000. This compares favourably 
with 680 and 694 for the two preceding periods. A more 
marked decrease is shown in the total sickness incidence 
figures abroad, 866 per 1,000 in 19384, and 974 and 


1566 in the two previous years. <A decline in the number 
of cases of influenza (from 1816 to 3890), malaria, and 
sandfly fever accounts to a large extent for the improved 


figures ; on the other hand, the cases of dysentery rose 
from sixty-one to 156. 

There is a satisfactory fall in the incidence of venereal 
disease, the present figure of 9.9 per 1,000 being the 
lowest yet recorded in the Royal Air Force. Comparing 
the number of days’ sickness per head from venereal! 


disease in the various geographical areas, the highest rate, 
occurs in Iraq. It is noteworthy 


is In previous 
low for hom: 


that the figures 
stations. 

Deaths in the whole force numbered ninety-four, sixty 
three at home and thirty-one abroad. Of these thirty-six 
were the result of appendicitis, carcinoma, and 
pneumonia each causing four deaths. 


years, 


for India are as those 


as 


disease 


Injuries in the R.A.F. 


The statistics of injuries make interesting reading. The 
rate varies little from year to year, and the total for 


1934 of 2,343 represents an incidence of 77 per 1,000. 
Only 480 of these happened on duty, though a further 
937 occurred in the course of organized and 
athletics. Only seventy-four cases of injury were caused 
by accidents from actual flying on duty, and the _ pro- 
portion to the total number of hours’ flying is lower than 
in any previous year. Twenty-one injuries were caused 
by a: and a further twenty-eight by starting 
mot Injuries from motor accidents reach the 
large total of 349, though this is considerably less than 
in any of the three previous years. Only twenty-two of 
these motor ac on duty ; of the remainder 


games 


SCTeEWS, 


x cngines. 


cidents occurred 


G7 per cent. involved the riders of motor cycles. 

At the Central Medical Establishment research is being 
continued with a view to reducing the physical and 
mental strain on the personnel induced by the rapid 
development of modern aircraft. Methods are being tested 





for ameliorating conditions of flying at a high altitude, 
and for increasing the human ceiling,’’ 
[In hygiene, experiments in ventilation and heating were 
carried out at Halt ind the incorporation of aluminium 
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fever in the Sudan ; and the occurrence of a death from 
a scorpion sting in Khartum. 

Although this report gives very complete information 
and every important statistical fact is provided, the 
general arrangement might be improved, for it is difficult 
to glean the essential facts without reading from cover 
to cover. 


England and Wales 


Liverpool School of Tropical Medicine 


The annual report of the Incorporated Liverpool School 
of Tropical Medicine covers the twelve months August 
Ist, 1934, to July 3lst, 1935, and reveals a deficit which 
is much less than in recent yvears—of £906 on the year’s 
working. from investments has increased, and 
the larger number of new subscribers is enc ouraging. The 
total expenditure on the associated laboratory at Sierra 
Leone is higher, but the value of this laboratory to the 
colony and to the progress of research work is increasing, 
There is room in this laboratory and at Liverpool for 
research workers whose salaries are met from other sources. 
Students attending the various courses at the school 
during the year under review numbered eightv-eight, and 
twenty-one obtained the diploma in tropical medicine, 
Research work in chemotherapy has been continued, with 
particular reference to the fate of different types of 
arsenical compounds after introduction into the body. 
Examination has also been made of the therapeutic action 
of new compounds submitted to the school by the chemo- 
therapy committee of the Medical Research ‘Council, and 
clinical trials have also been conducted. Suggestions for 
alterations in the diploma curriculum include a reduction 
of the time spent in chemistry and bacteriology, and an 
addition to the time allocated for practical work in 
tropical hygiene, sanitation, and engineering. Instruction 
in sanitation of villages in the Tropics is also considered 
inadequate, and arrangements are proposed for making 
this more practical. The Sir Alfred Lewis Jones Labora- 
tory in Freetown, Sierra Leone, now undertakes a larger 
share of the pathological work of the colony, and _ its 
director is recegnized as consulting pathologist to ths 
Sicrra) Leone Government. The European staff of the 
laboratory has been increased to three. The laboratory 
has prepared and circulated to medical officers in Sierra 
Leone, Nigeria, and the Gold Coast a pamphlct on yellow 
fever, including prophylaxis. It 1s also actively concerned 
with the campaign against bubonic plague. The ravages 
of blackwater fever in West Africa have been intensively 
studied during the last five years, and the results of this 
investigation have now been compiled for publication, 


T 
mcome 


Medical Treatment of London School Children 


In considering the arrangements for the medical and 
dental treatment of London school children for the year 
commencing April Ist, 19386, the London County Council 
proposes that the routine training of the children at one of 
the eight centr with squint cases shall be under- 
taken by an orthoptist, g under the supervision of 
the eye surgeon. The duties of orthoptists are con- 
fined to training patients suffering from squint to obtain 
t fusion by means 


SECreos¢ Opie 


s dealing 


s 


working 


single binocular vision with 


yf exercises with approved apparatus. For ear cases two 

1udiometer units have been provided, and it is now 

proposed to provide a third The arrangements for the 

supervision of children suffering from rheumatic aff ‘ctions 
,} 


have proved of considerable valuc, and additional facilities 


have been provided. The five nutrition centres approved 
a year ago, where advice could be given to the parents 
of children who appeared to be suffering from malnutrition, 
have not been in operation long enough for definite con- 


clusions to be drawn as to the etficacy of the scheme, but 


the facilities are greatly appreciated by parents. Some 
increase of staff is necessary at the centres to cope 
with cases referred to them after the periodic weighing 


Provision for the supply of 


and measuring of children. 
minor ailments centres has 


nutritives and tonics at the 
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been continued, as experience has shown that a deficiency 
of vitamins in the home diet is frequently the cause of 
chronicity of skin eruptions and external eye diseases. 
With regard to dental inspection and treatment, during 
the current year the age group 7 and 8 years has been 
included in the arrangements for dental inspection, and it 
js now proposed that the age group I1 years shall be added. 
If the entrants and leavers are included in 1937-8, as 
contemplated in the three-year programme, arrangements 
will be completed for the inspection of all children by the 
dentists once a year. The experimental scheme for ortho- 
dontic treatment is being continued, five centres being 
in operation, and provision has been made for some 
extension. The total cost of arrangements for treatment, 
apart from administrative charges, will be £118,588, an 
increase of £3,091. 


Medical Society of London 


The second half of the 163rd session of the Medical 
Society of London opens on January 13th with a patho- 
logical mecting at 8 p.m. Discussions will be held at 
11, Chandos Street, W., at 8.30 p.m., as follows: January 
27th, treatment of acute appendicitis ; February 10th, 


treatment of sterility-; February 24th, aetiology and treat- 


ment of B. coli infections of the urinary tract ; March 
$th, phlebitis and its treatment ; March 28rd, surgery 
of the oesophagus. The Lettsomian Lectures, on ‘‘ The 
Differential Diagnosis of Diseases of the Colon (Dysentery 
and Colitis) and Their Complications, with Special Refer- 
ence to Treatment,’ will be delivered by Dr. Philip H. 
Manson-Bahr on February 17th and 26th, and March 2nd, 
at9 p.m. The annual dinner of the society will be held 
at Claridge’s on February 27th, and the annual general 
meeting on May llth, when the annual oration, by Sir 
James Walton, on “ Carcinoma of the Stomach,’ at 
8.30 p.m., will be followed by a conversazione. 


St. John Clinic and Institute of Physical Medicine 


The Duchess of Kent visited the St. John Clinic and 
Institute of Physical Medicine on December 17th, having 
previously expressed a wish to see something of the work 
which is being done there. The Clinic, in which some 
3,000 treatments are given each week to poor people 
and to those of moderate means, was founded by the late 
Mr. Campbell Johnstone, and is now under the control 
of the Order of St. John of Jerusalem. The Duchess was 
received by, among others, the president, Princess Louise, 
Duchess of Argyle ; the Earl of Scarbrough, chairman ; 
Sir John Thomson-Walker, and members of the honorary 
consulting staff. With Princess Louise the Duchess was 
shown round the Clinic by Sir Leonard Hill. Inspection 
was first made of the foam, aeration, peat, steam, and 
wax baths. Next, in the clinical laboratory, a new way 
of making vaccines was demonstrated. The Duchess then 
passed into the Inhalation Department, where children 
were being treated for asthma, and breathed, in the com- 
munal treatment room, a fog containing pine oil and salt. 
Passing through the ward set aside for private patients, 
the Duchess came to that devoted to treatment by pelvic 
diathermy of those who suffer from backache and rheum- 
atism which are found to be due to uterine or prostatic 
troubles. From there she entered the ward in which 
various forms of electrical treatment are given, together 
with massage and manipulation. Children having breath- 
ing exercises for the relief of asthma were watched, and a 
visit was paid to the light ward, where the different forms 
of arc and infra-red lamps were demonstrated. 


Annual Report of the M.O.H. 


The Ministry of Health has dispatched a Circular (1492) 
to county councils (except London), county and metro- 
politan borough councils, town councils, and urban and 
tural district councils, indicating the nature of the con- 
tents and arrangement of the annual reports of medical 
Officers of health for 1935. These will be ‘ ordinary,” 
and not ‘‘ survey ’’ reports, and may be limited for the 
most part to a record of the alterations, improvements, 
or developments which have taken place during the year. 
Statements are invited as to any noteworthy conditions 
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prejudicial to the health of the area which have not been 
adequately dealt with in special reports of the M.O.H., 
and also of any important action taken during the year 
in the area to arouse public interest in the prevention of 
ill-health. It is pointed out that much valuable informa- 
tion can be derived from a study of the infectious diseases 
incidence, and of the general and infant mortality rates 
calculated for subdivisions (such as wards) of a sanitary 
district. This is already done by some M.O.H.s and the 
Ministry considers that it would be helpful if the practice 
were made more general. The annual report should also 
contain summaries of any important special reports made 
during the year, including those which have been 
separately transmitted to the proper authorities. It 
should be completed and sent to the appropriate autho- 
rities not later than the middle of May, 1936. 





Scotland 


James Mackenzie Institute, St. Andrews 


The annual report of the James Mackenzie Institute for 
Clinical Research at St. Andrews, at which one of the 
main activities is the consistent observation of the health 
of individuals in the surrounding community, shows that 
52 per cent. of the records of the institute were main- 
tained in steady sequence, while 24 per cent. required 
bringing up to date, and in 24 per cent. the patients had 
been lost sight of, so that the records could not be con- 
tinued. During the year sixty-eight new cases were added 
to the list, while 795 existing ones were continued. In 
the children’s department the work consists mainly in 
the observation of children from 2 to 5 years, and this 
is bound up with the records of the centre in St. Andrews 
for maternity and child welfare. As the children advance 
in age the records of their health histories are passed on 
from this centre to the institute, where they continue to 
be examined by the same medical officer and their case 
records to be extended. Young children are seen three 
times a year, and notes are made of any illnesses as well 
as of general progress, special attention being paid to con- 
ditions in regard to diet and environment. After the 
children begin to attend school they are recalled for 
observation once a year, and it is hoped that these con- 
sistent and detailed records will ultimately throw light 
upon the connexion between the health history of child- 
hood and conditions in adult life. The report shows that 
the expenditure during the year exceeded the income by 
£413, and an appeal for increased support is made by the 
council of the institute. 


Glasgow Royal Infirmary 


At the annual meeting of the Glasgow Royal Infirmary, 
which was held on January Ist, Lord Provost Stewart, 
who presided, said that the Infirmary now provided for 
about 900 cases, but there was a long waiting list. There 
should not be an insufficiency of beds for patients requir- 
ing immediate attention, and the Corporation of Glasgow, 
which was attempting to improve as rapidly as possible 
the housing conditions of the city, must also take steps 
to provide hospital accommodation for all those who 
required it. Sir James Macfarlane, chairman of the Board 
of Governors, said that during the year 17,410 patients 
had been admitted, while 110,448 had attended the out- 
patient department. New patients receiving radium treat- 
ment had numbered 250, although the scope of this 
treatment was somewhat curtailed because of the relatively 
small supply of radium possessed by the hospital. Appli- 
cation had been made to the National Radium Commission 
for a further supply, but the Commission, while sympa- 
thetically considering the request, had no radium available, 
to increase the supply to any hospital. The Infirmary 
had recently acquired a neighbouring property formerly 
belonging to the asylum for the blind, but another year 
would elapse before the buildings could be completely 
vacated. This new accommodation would, however, help 
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to relieve the pressure in certain departments, and the | mental breakdown had resulted fron: serious bodily illness; 


governors hoped that by the end of the year the Cannies- 
burn extension scheme would be completed. The latter 
scheme would provide eighty additional beds for con- 
valescent patients and forty beds for paying patients of 


limited means. An interesting personality who was 
° § an 
present at the meeting was Mrs. Rebecca Strong, now 


92 years of age, who was matron of the Royal Infirmary 
for about half a century, and who organized in the Royal 
Infirmary in 1893 the first preparatory course for student 
nurses. 

Stirling District Mental Hospital 


The annual report of Stirling District Mental Hospital 
by Dr. Rcobert B. Campbell, who has recently retired 
from the post of medical superintendent of the institution 
after thirty-nine vy: shows that on May 15th, 1934, 
there were 1,027 certified patients on the hospital register, 
and on May 14th, 1935, there were 1,015. The _ total 
number of certified cases under treatment during the year 
was 1,273, as compared with 1,259 in the previous year. 
Certified patients admitted numbered 246, an increase of 


aL Ss 


nineteen. The age on admission varied from 15 to 82 
years ; sixteen patients were under 20 years and twenty 
over 70, and the average age was 44 for both sexes. 


In addition to the certified 


patients there were twenty-six 
voluntary ones } 


in the hospital cn May 15th, 1934, 


resident 


ind the same number at the end of the year. It is 
remarked that voluntary admission, which was formerly 
ivailable only for private patients, is now freely used in 
suitable cases by public assistance authorities for rate 
supported patients The causes of insanity among the 
1dmissions were as. fcllows. In fourteen patients thi 
p> . al o s 
Reports of Societies 
WCRK AND PLAY AT SCHOOL 
At a meeting of the Medical Officers of Schools Associa- 
tion at University College, on January 8rd, with Dr. 
W. G. WILLOUGHBY in the chair, Dr. G. ©. BARBER 
Felsted) opened a discussion on ‘‘ School Pressure in Work 
and Play. 
Dr. Barber said that being overdriven was a very 
definite factor to be reckoned with by the school doctor 





to-day. Examinations were demanding more and more 
of the growing child. With the increase in mental strain 
there was a decrease in physical strain ; the diseases the 
doctor treated were more and more of the mind and less 
of the bod Bovs lost weight during term in a worrving 
way, and put it on in the holidays, in both day schcols 
nd boarding schools A bi idmitted to the sanatorium 
vith a | 1 bon it the beginning of the holidays 
would sleep solid for twenty-four hours. There were 
thre possibl vavs of deteating civilization and the 
examiners The strain ild be varied in distribution, 
if it could not be reduced. Short periods of work at a 
stretch were important, as also was the half-hour midday 
st, when the boy did exactly what he felt like doing. The 
second point was tf time, rightly used: real recreation 
of body id mur It was part of-educational respons! 
lity to teach the individual to use leisure At Felsted 
country house had _ bee iven to house all the school 
lubs, and th in their leisure could go there and 
follow their b eS | I { 1g schoolboys, and forget 
their tasks Thirdly, morning and evening chape! offered 
uuable ten minutes’ detachment and opportunity for 
tillness and calm 
Dr. ALICE S: son Crow thought the family doctor 
| the best nity of seeing behind the scenes in the 
prolonged d 1 of s ol life The great majority of 
hildren suff rm, tl oh they were tired at th 
1 of t I I schools ever hour was filled 
la i | ight discredit—to the child or t 
t te } ( renon ad protection against their own 
red rather than stimulation. The signs of early 
mental fat 1e We hard to detect, and only the watchful 


| 


in eighteen alcoholic excess was a definite factor, and ip 
a few of these the drinking of methylated spirits wag 
admitted ; in twenty cases there was old age with failure 
of mental and physical powers ; five cases were due to 
syphilis ; and seventeen to epilepsy. An inherited pre- 
disposition was discovered in eleven patients, and sixty- 
six had suffered from previous mental breakdown. In 
six women the cause was attributed to pregnancy and 
childbirth. The discharges numbered 160 during the year, 
including eighty-five men and seventy-five women, and 
of these 118 were discharged recovered, which gave 4 
recovery rate (calculated on the number of admissions) 
of 47.7 per cent. for both sexes. It is noted that this 
rate is among the highest on record since the opening 
of the institution. Of the patients who recovered eighty- 


eight were discharged within six months of admission, 
eight within twelve months, and twenty-two after one 


vear's residence. The report draws attention to the fact 
that the large number of senile cases now admitted causes 
undue pressure on the hospital accommodation. It is 
regretted that there is no provision elsewhere for the 
treatment of such cases. Attention is also drawn to the 
number of patients who, after a period of residence in a 
nental hospital, .become suitable for boarding outside. 
Such patients continue under the supervision of the 
General Board of Control. This system of boarding out 
has proved successful and economical, and has earned for 
Scottish lunacy administration a world-wide reputation, 
It is remarked that the treatment of general paralysis by 
modern methods had been practised in eight cases, all 
of which showed matked improvement, while five were 
able to be discharged. 


parent or head of a boarding-house could do it. The 
symptoms brought to the doctor were anxicty, diminished 
power of concentration, stooping, loss of appetite, and 
broken sleep. At that stage the only remedy was _ pro- 
longed absence from school. A brain once impaired by 
prolonged fatigue never completely recovered. The ex- 
ternal examination seemed to be the most important 
feature. A morning session from 9 to 1 fatigued many 
children and imposed too long an interval between meals. 
The best plan was to have a session from 9 to 12.40, 
with thirty minutes’ break in the middle and five minutes 
of complete relaxation between each forty-minute lesson. 
Limited homework was useful in that it could be done 
after dark, leaving the afternoon for open-air exercise. 
Teachers seemed always to set a task fitted to the quickest 
brain, setting all the others at strain. Essays added 
tremendously to the strain. The child of 12 should not 
more than five hours a day, including practice. A 
tired child sought rest rather than play ; hence the risk 
of ‘* overdoing it with organized compctitive games. 


WOrk 


Swimming races, above all, should not be pressed. 
Pressure was most marked in the summer. It was 
astounding that school children still had to have their 


neck downwards by 
There ought 
by the 
were 


skins completely covered from the 
materials impervious to ultra-violet rays. 
to be definite bronzing of neck, arms, and 
end of the summer term. Long black stor 
unhygienic from every point of view. 

Mr. Roperts (head master of Mill Hill Junior School) 
thought stress was felt more by masters than by boys 
it preparatory schools. Individuals who spent themselves 
in nervous energy should be given a day in bed at 
! intervals. Work before breakfast was valueless. 
Homework deve loped self-reliance and a habit of tackling 
difficulties ; it must be done without possibility of help. 
Day boys were much more subject to colds than boarders, 
and this might be d » tiredness, but they were not a 


legs 
kings 


» 


a 1 ~ 
regulat 


be due tT 


uurce of epidemics. If the relationship between mastef 
and boy were of the right kind the waking hours were 


healthy tiredness. If 
ind examinations a bugbear matters 
be different. Mr. outlined the arrange- 

his school ; no case of breakdown had _ evef 
The secret of success lay in the atmosphere 


insufficient to produce more than 
work were drudgery 
ime Roberts 
ments at 


OC ( urred. 
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created ; each boy must feel that he and all that he did 
were important to the communal interest, and individual 
efforts must be encouraged. Variety and interest would 
remove the danger of stress, and there must be no fussing. 

Mr. Lee-BrRowNE (head master of Rendcomb College) 
said that many new subjects had been added to the school 
curriculum, and out-of-school hours had been filled with 
meetings and other occupations which had not existed 
forty vears ago. The time for the training of character 
had been squeezed into very small dimensions. A 
number of successful experiments had been tried at his 
school. Teaching periods had been reduced to twenty- 
eight hours, and preparation to seven and a half hours for 
ages up to 15 and ten and a half hours over 15 ; these 
hours included music, drawing, and manual work. There 
had been no falling off in results. Allowing a certain 
amount of committee and organizing work, boys got about 
twenty hours of spare time in the week ; every boy got 
eight hours on Sunday and one hour’s compulsory quiet 
period. All had short exercise, followed by a cold bath, 
before breakfast: the consumption of breakfast had gone 
up enormously, and even the boys had come to regard the 
measure with a kind of sour satistaction. Much could be 
done to relieve stress in games by reducing competition. 
One completely free afternoon a week had proved a 
tremendous success. There was a very real holiday pres- 
sure—that of the cinema, car, and camp—especially for 
town boys. In the future there was going to be more 
leisure, and not less ; if the number of teaching hours 
could not be reduced the school period ought to be 
lengthened. Mr. Srpty (head master of Wyclitfe College) 
asked in how many schools children were allowed out 
during the daylight, and how far it was possible to get 
small boys to rest in the middle of the day. The people 
who seemed to need most sleep were the older boys ; 
younger boys were generally perky in the mornings. 
Dr. Jesste WHITE suggested that education of the 
muscular system was too far divorced from education of 
the nervous system, and that children should not be com- 
pelled to sit still while working. 


SYPHILIS GF THE LUNG 


At a meeting of the Section of Medicine of the Roval 
Academy of Medicine in Ireland held on December 13th, 
1935, with the president, Dr. V. M. SYNGE, in the chair, 
two cases of syphilis of the lung were reported. 

Professor L. ABRAHAMSON described the first case: 

His patient, a male aged 40, was admitted to the Richmond 
Hospital on July 28rd, 1935, complaining of cough and of 
pain in the left chest. The cough had been present for 
twelve months and the pain for three months. There had 
been loss of weight. Periodic vomiting had occurred with, 
on occasions, blackish blood. Previous illnesses included a 
swelling of the knees fifteen years previously. Examination 
showed dullness with diminished breath sounds and sub- 
crepitant rales over the upper half of the left Jung. Tem- 
perature was normal, pulse moderately quickened. X-ray 
examination showed a dense, fairly uniform opacity over the 
upper half of the left lung field, more opaque towards the 
periphery than at the hilum. The difficulty of classifying the 
condition, either from the clinical or from the radiographic 
aspect, suggested the possibility of syphilis. A Wassermann 
reaction Was positive. Bismuth was administered by injection 
and moderate doses of iodide were given by mouth. Rapid 
improvement set in. Radiographs were demonstrated show- 
ing the disappearance of the lesion. <A film taken seven weeks 
after the commencement of treatment showed only slight 
fibrosis with a linear shadow, which appeared to be due to 
a thickened bronchus. 

Mr. J. Owens described the second case: 

His patient, a woman aged 43, was married, but had no 
children. She had had a cholecystectomy in 1931. She came 
under his care on March 10th, 1933, complaining of pain and 
cough, so an awv-ray of her chest was taken. This showed a 
diffuse opacity of the base, which might have been a new 
growth—tuberculosis or syphilis. She had doubtful Argyll 
Kobertson pupils. Her Wassermann reaction was fully posi- 
tive. Under antisyphilitic treatment her condition improved, 
and at the end of six months she was free from pain. She had 
continued in this condition, but her Wassermann reaction was 
still positive. The opacity in the left base had disappeared. 
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The PreEsIpENT said that the patient described by 
Dr. Abrahamson had nothing suggestive of syphilis in 
any other part of the body. He thought that perhaps 
some cases were missed in Ireland. The disease was 
apparently much more common on the Continent. In a 
recent article it was stated that no less than 40 per 
cent. of cases of chronic bronchitis with emphysema had 
a positive Wassermann reaction. 

Dr. G. P. MELDON mentioned the case of a man who 
had had syphilis for thirty-eight years before he saw him. 
His only complaint was dyspnoea. X-rays showed a large 
shadow in the lung, and the Wassermann reaction was 
positive. With treatment he made a good recovery. 
That was twelve vears ago. This year he had _ been 
x-rayed again, and the x-ray once more showed a shadow 
in the lung. A gumma pressing on the trachea had 
possibly caused the dyspnoea on the first occasion. 

Dr. J. C. FLoop referred to the therapeutic action of 
iodide in cases of syphilis of the lung. Dr. A, R. Parsons 
said that in the Johns Hopkins Hospital, Baltimore, out 
of 2,800 necropsies there were only twelve cases of syphilis, 
and of these eight were congenital. He also mentioned 
that Osler gave a warning against assuming that every 
case in which the opacity cleared up by the administration 
of therapeutic measures was due to syphilis. 

Professor ABRAHAMSON, in reply, said that in his opinion 
syphilis of the lung as a clinical entity was rare in Ireland. 
The case brought forward by him was, he believed, the 
first reported at the Academy. The diagnosis in his case 
had been fully established by the rapid response to treat- 
ment. He pointed out the resemblance between the 
radiographic appearances in his case and those demon- 
strated in Mr. Owens’s case. 


The Infective Factor in Rheumatic Fever 


Dr. Cottis read a paper entitled ‘‘ The Infective Factor 
in Rheumatic Fever.’’ First he outlined the literature 
during the last fifty years, demonstrating that attempts 
to show that the disease was caused by streptococci in- 
vading the body in such a way as to satisfy Koch's 
postulates had finally to be abandoned. A new line of 
approach had to be made, and this was found in the 
study of epidemiology. He exhibited a number of graphs 
and charts which, in his submission, showed: (1) that 
rheumatic fever tended to follow acute haemolytic strepto- 
coccal throat infections in a high percentage of already 
theumatic subjects and in a small percentage of non- 
theumatic patients ; (2) that both recrudescences and 
primary rheumatic attacks only followed haemolytic 
streptococcal infection, and that other infections (even 
severe influenzal epidemics) were not followed by acute 
rheumatism ; (3) that rheumatic subjects showed a hyper- 
sensitivity to the streptococcal endotoxin ; (4) that a 
definite sequence of events was followed in every case— 
for example, acute pharyngitis, then a ten-day to twenty- 
day silent period and then acute rheumatism ; (5) that 
although the organism disappears from the surface of the 
pharynx soon after the subsidence of the pharyngitis it 
could be obtained many months afterwards at necropsy 
from the centre of the tonsils, from the cervical and 
mediastinal glands, and occasionally from the spleen ; 
(6) that haemolytic streptococci might be divided into 
certain biological groups, some of which caused throat 
infection, which preceded rheumatic fever, others did not ; 
(7) that acute rheumatic subjects could be shown to 
possess certain antibodies to the streptococcal product 
—for example, precipitins and antistreptolysin—and that 
these antibodies were present during the activity of the 
disease and low or absent during good health ; (8) that 
there was a definite resemblance between the arthritis 
of serum sickness (which followed ten to twenty days 
after the injection of the horse serum and occurred when 
the antigen (horse serum) and the antibody (precipitin) 
reached a certain titre in the patient’s blood) and that 
of the acute rheumatic recrudescence. Finally, Dr. Collis 
submitted that the infective factor in rheumatic fever 
was the haemolytic streptococcus, and that the disease 
syndrome was due to an interaction between breakdown 
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products of the organism and the liquids and tissues of 
of the 

The Prestpent said that haemolytic streptococci could 
be divided into two types: those which produced toxin 


body. 


and those which did not. Those which produced toxin 
were possibly the cause of rheumatic fever. If this was 


so it would seem queer that in an infection such as scarlet 
fever the was never followed by the rheumatic 
type of valvular disease of the heart. 

Dr. R. E. Sreen referred to rheumatic relapses in peri 
carditis following attacks of tonsillitis, and said that he 
tbsolutely satisfied that the haemolytic strepto- 
coccus was necessarily the cause of the rheumatic relapse. 
He suggested the possibility of some of the rises of tem- 


dise ise 


was not 


t 
perature being mild attacks of rheumatism in the children, 
followed by a latent period, and then by tonsillitis. He 


wondered why, if 
of acute rheumatism, this organism was not 


a haemolytic streptococcal sore throat 


was the cause « 
found in cases of nephritis. Work had been done which 
showed that some cases following tonsillectomy had 


ed the borderline of acute nephritis without actually 

developing it. One did not often see acute 
nephritis complicating cases of acute rheumatism. 

Dr. G. C. Dockeray thought it would be very difficult 

to fe ed that the view propounded by Dr. Collis 

link in the streptococcal chain connecting 

with rheumatic fever. The incidence of 

streptococci in throats high. He had recently 

uried out an investigation for streptococci in an institu- 


cases of 


1 satish 
was really 1 
this org 


iMism 


was very 


tion. Out of seventy patients forty-one were negative. 
Eight gave a heavy growth of haemolytic streptococcl. 
There were, in eddition, thirteen positive cultures, three 

pin-prick colonies, and five were questionable. He 
isolated the patients with streptococcal sore throats: the 
throat infections ceased, and no cases of rheumatism 

curred. In some cases erythema nodosum was due to 
. streptococcal infection. Referring to haemolytic strepto- 
coccal septicaemia, he said that the streptococcal haemo- 
lvsin went up during the acute stage and later came down. 
The normal amount of complement in people’s serum 


strength of that of a guinea-pig. In 
about one-tenth of the 


was about half the 
rheumatism the complement was 
normal. 

Dr. ALAN 
been discovered in Lowenstein’s work. 
that the to a particular 
organism might rise in response to any non-specific pyrexia, 
ht it quite possible that the clinical exacerba- 
rheumatic fever merely stimulated the 
the streptococcal antibodies. In his opinion the experi 
mental work described by Dr. Collis required considerable 
amplification before it could be accepted definitely 

Dr. E. Harvey referred to a recent report on a case 
of chorea which had been cured by the giving of high 
oncentrates of vitamin B. It stated by the writer 
that the lesions in this case corresponded to polyneuritis 
He thought that if there was any relation between chorea 


THomMpsSON referred to the fallacy which had 
It was well known 


titre of antibody corresponding 


rise of 


Was 


ind acute rheumatism vitamin deficiency might possibly 
be a fact Professor ABRAHAMSON thought there were 


r 
lid objections to Dr. Collis’s conclusions, which had not 


been answered, The presence in the throat of haemo- 


lytic streptococci was not, in his opinion, necessarily asso- 

ited with or followed by rheumatic infection or by any 
ther evidet of ill-health. He did not regard isolation 
is practical The manifestations of rheumatic infection 
were 1 many, if not most, cases so slight that thev 
scaped servation until the value of isolation had long 
passed. 

Dr. Corts, in replying to the discussion, said that he 
fully realized that the subject was a very difficult one, 


ind that his hypothesis could not be accepted out of hand. 
Much further woik was needed before the whole problem 
could be idated. The facts he had brought for 
ward, however, established beyond dispute the association 
and rheumatism. 


( acute 
Finally, he claimed that a new and revolutionary attitude 


if th haemolvyth streptococcus 


was needed towards disease ; that the reactions of the 
body, embracing that vast and complicated subject 
illergy,’’ were as important as the invading germs in 


causation of disease syndromes. 
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INDUSTRIAL DISINFECTANTS 
In a lecture to the London Section of the Society of 
Chemical Industry on the problem of industrial disinfec- 
tants Mr. J. Gipson, chief chemist of Jeyes, Ltd., dealt 
comprehensively with the subject of large-scale disinfection 

The properties of the ideal fluid disinfectant he sum- 
marized thus: (1) high germicidal activity ; (2) stability 
and homogeneity on storage ; (3) coefficient (germicidal 
activity) maintained under practical conditions of use, 
especially in contact with various forms of organic 
matter ; (4) stability and = coefficient maintained when 
diluted with hard, brackish, or sea water, or with soap 
solution ; (5) non-poisonous ; (6) agreeable smell ; (7) non- 
caustic ; and (8) without action on metals and _ textiles. 
Discussing various disinfectants from the point of view 
of this ideal specification, Mr. Gibson said that mercuric 
chloride had a comparatively modest coefficient and was 
extremely poisonous. Mercury salts were rapidly put out 
of action by many forms of organic matter ; they were 
precipitated by albumin, soap, etc., and in these respects 
failed badly when compared with his specification ; indeed, 
mercuric salts had nothing to recommend them. Hypo- 
chlorite solutions had fairly good coefficients, but in the 
presence of even small quantities of organic matter they 
lost their germicidal efficiency very rapidly. They de- 
teriorated on storage, could not be stored in metal con- 
tainers, and had a bleaching action on coloured textiles. 
However, hypochlorites were almost ideal for certain 
purposes. They were, for instance, most efficient for the 
disinfection of swimming-bath water, and the fact that 
there was no objectionable smell or taste after their use 
rendered them particularly valuable for sterilizing plant 
in food factories, etc., but in both cases the amount of 
organic matter present was negligible. Commenting upon 
a table which showed the effect of organic matter on the 
coefficients of disinfectants, he emphasized again the rapid 
fall in the coefficient of hypochlorite solutions in the 
presence of even small quantities, whereas coal-tar fluids 
were not affected to anything like the same extent. 
Potassium permanganate, despite a high initial coefficient, 
also compared unfavourably with the coal-tar fluids, and 
formalin in solution had little claim to the title disin- 
fectant, though it was claimed to have considerable 
efficacy in the gaseous form. 

Turning to coal-tar disinfectants, Mr. Gibson said that 
here was a class of products which, with a common 
derivation, varied greatly among themselves in respect ot 
composition and properties. The active ingredients were 
the phenols—carbolic acid and its higher homologues, 
Apart from carbolic acid itself (which was seldom present 
in disinfectants) the phenols were practically insoluble 
in water, and emulsifiers were therefore used to make 
them soluble or miscible. It was possible to make coal-tar 
fluid to comply with any—or even several—of the points 
of his specification, but unfortunately no one type of 
fluid satisfied all the points. The coal-tar fluids could 
be classified into the two main groups of black and white 
fluids. A black fluid was made from and 
phenols, emulsified with soap ; on pouring it into water 
it formed a white emulsion. The white fluid was made 
from the same coal-tar raw materials—creosote oil, cresylic 
acid, and high boiling acid, but a different type of emulsifier 
was used (usually glue or gelatin, casein or dextrin), and 
smaller proportions of other substances might be added 
with the object of lowering surface tension and increasing 
the stability of the fluid and its emulsions in wate7. 
Since disinfection was often carried out in conjunction 
with cleansing operations, it was important that disinfec- 
tants should retain their germicidal activity in the presence 
of soap solutions. Coal-tar fluids could not claim to be 
non-poisonous in themselves, but when diluted for use 
they were harmless. Compared with lysol, both black 
and white fluids were practically non-caustic ; they were 
without action on metals and textiles, and the danger of 
staining fabrics was very slight at the dilutions usually 
employed. After dealing in some detail with various tests 
of efficiency Mr. Gibson urged, in conclusion, that if the 
main users of disinfectants could get together and thrash 
out the conditions of test which would typify the prin- 
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cipal uses, it should be possible (in collaboration with the 
manufacturers) to work ovt a standard test with suitable 
modifications to simulate the different conditions under 
which the disinfectants were likely to be employed. 
Manufacturers might also be willing to standardize, or 
at least classify, their products for certain uses. One 
trouble was that certain classes of disinfectants, eminently 
suitable for one kind of disinfection, were sometimes 
recommended for others for which they were entirely 
unsuitable. 


CORRESPONDENCE 





R.M.B.F. Christmas Gifts 


Sir,—I have once more the pleasant duty of thanking 
you for the help you have given the committee of the 
Royal Medical Benevolent Fund in respect to the 
Christmas gifts for our beneficiaries. The response of our 
medical brethren has been very prompt and generous ; 
the amount raised is £819 4s. 3d., an increase of £148 9s. 
over last year. The replies of the beneficiaries are, many 
of them, pathetic, indicating how this gift has been most 
useful in respect to fuel and other Christmas comforts. 
=k ais ete. ; 


London, W., Jan. Ist. THos. Bartow. 


Pleural Gaseous Interchanges 

Sir,—I fully sympathize with your reviewer who, in 
his kindly note on the Collected Papers of the Middlesex 
Hospital Medical School, selected as an example of almost 
purely academic research a paper entitled ‘‘ Gaseous 
Interchanges through the Visceral Pleura of the Cat.’’ 
No title would seem more appropriate with which to 
adorn the tale. But as part author of this paper I would 
be sorry if the impression became general that the results 
recorded there were of no interest to clinicians. Natur- 
ally, as the work was published in the Journal of Physio- 
logy, it was given a title in keeping with the general 
atmosphere of that periodical ; but actually it records an 
experimental analysis of a type of artificial respiration 
which is not uncommonly used in operations involving 
opening of the pleural cavity, and it describes the blood 
changes that take place in these circumstances. It would 
appear that in this “‘ positive pressure constant flow ”’ 
type of artificial respiration the blood is well oxygenated, 
but the elimination of carbon 
negligible proportions sO 
markedly in the 
findings in animals. 


reduced to 
accumulates 
rate, are the 
It would be of interest if someone 
would repeat this work on the human subject, as one 
would like to know how much carbon dioxide retention 
occurs clinically, and what degree can be safely tolerated 
by man.—I am, etc., 


Middlesex Hospital Medical School, W., 
Dec. 31st, 1935. 


dioxide is 
that this gas 


blood. These, at any 


SAMSON WRIGHT. 


Treatment of Fractured Clavicle 
Sir,—I read with interest the article by Professor 
Arnold Henry on the treatment of fracture of the clavicle 
(Journal, December 28th, 1935, p. 1255). The principle 
of his fixation is undoubtedly correct, but the application 
of the principle by the method he outlines is certainly 
open to criticism. 
Some four vears ago I saw 
a fracture of the clavicle 


a young lady who had sustained 
with considerable displacement, 
which her dector had been unable to control with the ordinary 
Sayre’s sling or other routine methods. He was loath to 
fix her in recumbency as it was only two or three days before 
her twenty-first birthday, and he asked, therefore, if I could 
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devise some means for maintaining the correction whilst 
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allowing her to take part in her birthday festivities. Natur- 
ally I thought of plaster first, but realized that for an efficient 
correction it would mean a cumbersome case more or less on 
the lines described by Professor Henry. There happened to 
be a Jones back support of about her size lying in my con- 
sulting room, so I put it against her back and promptly 
found the solution of the difficulty. I fixed it on and sent her 
home, and she attended the next two days with her maid, who 
was shown our routine toilet of a Jones back support, which 
is designed to prevent friction of the skin under the shoulder 
straps. I did not see her then for six weeks, during which 
time she was under the care of her own doctor. After that 
time she returned without her splint, with a perfect functional 
and cosmetic result. 

I was so pleased with the result and the simplicity of 
the method that I promptly put a few splints of different 
sizes into stock in the hospital. Since then all fractures 
of the clavicle and of the scapula have been treated in 
these splints. The principle is the same as Professor 
Henry’s—namely, making the pelvis the fixed point—but 
I think that the fixation of the spine in a straight line 
is perhaps an improvement upon the plaster fixation. 
One of the advantages of the splint is that the patient 
can see and feel the fracture, and usually has the good 
sense to keep the shoulder straps fixed to maintain the 
correction. 

The splint is worn for three or four weeks. At the end 
of a fortnight, when there is some union and good cor- 
rection, the shoulder straps are gradually loosened, and 
then the patient discards the splint part-time daily. The 
cost of this method is a consideration. A Jones back 
support made to measure in our workshops costs 50s. 
After it has been in commission, two new groin straps 
and two new shoulder straps are always required, at a 
cost of 3s. 6d. per pair. In 50 per cent. of the cases the 
inner lining has to be renewed at a cost of 15s. This 
roughly puts the cost to hospital of splintage as 15s. per 
case. For private work I hire a splint from hospital, out 
of stock, at a cost of 25s., as it takes two days at least 
to have a splint made to measure. 

The bulk of our fractures of clavicles are either in 
children or in coal miners, and results are equally satis- 
factory in both types of cases. Fixation by this method 
hardly limits the activities of the patient in any way, and 
the whole technique is practically foolproof, whereas the 
fixation described by Professor Henry, though on the 
same principle, requires a highly specialized plaster 
technique.—I am, etc., 


Stoke-on-Trent, Jan. Ist. W. MitcHett SMITH. 


Drugs Causing Agranulocytosis 

Sir,—The part played by amidopyrine in the causation 
of agranulocytosis must by now be familiar to all regular 
readers of the medical press. In the annotation pub- 
lished on December 7th, 1935 (p. 1108), you refer to the 
involved chemical names used to indicate amidopyrine on 
labels of proprietary preparations, and also to the well- 
recognized combinations of amidopyrine with barbiturates 
in hypnotic and analgesic drugs. What seems to be 
insufficiently recognized is that amidopyrine is being used 
as a constituent of a number of proprietary asthma 
remedies that are freely advertised in the daily press. 

The report of a recent inquest has suggested that 
novalgin was responsible for a death from agranulo- 
cytosis, which prompts me to record briefly a case I saw 
in which this drug was under suspicion. A lady of 73, 
a sufferer from rheumatoid arthritis, had taken this drug 
freely for about two years. She developed mouth and 
throat lesions on March 17th, 1934, and was given on 
that day two tablets of veramon. She became pro- 
gressively worse, and seventeen days later a blood count 
revealed a total white cell count of 800 with 1 per cent, 
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of neutrophils. She died five days later. The history 
suggests that the agranulocytosis had already develope:] 
before had 
novalgin seemed to be the only drug she had received 


veramon been administered, in which cz 


ise 


which could come under suspicion. 
The of the 
rests that this drug is not 


ot 
an amidopyrine 


importance responsibility ”’ novalgin 
in the fact 


preparation but a derivative of antipyrine, from which 





amidopyrine is derived, though the relation to amido 
pyrine is a close one. The following formulae, kindly 
provided for me by Messrs. Bayer Products Ltd., 
illustrate this 
IN 
fe \ 
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NOVALGIN 
In the recorded cases of agranulocytosis in which an 
inalgesic drug has been suspected, an amidopyrine pre- 
iratl 3 irly always been held responsible. In 
W t cccurrence of cases following the use of 
ilg t is important to bear in mind the possibility 
f antipyrir reparations being responsible when the 
Lusat f a case of agranulocytosis is under considera- 
t There are a number of proprietary preparations on 
the market taining antipyrine.—I am, etc., 
31st 1935 ge P. DONNISON. 
. ‘ les eo C H 
Dysentery on a Pleasure Cruise 
S! I was much interested to read Dr. J. R. B 
Hern’s lett 1 t Journal of January 4th (p. 34). I 
would t late my own personal experience during 
the past summer on a cruise with one of the large boats 
ip to the East Mediterranean. On arriving at each of 
he ports of call I observed a number of dirty-looking 
irges bringing water for consumption on the ship. After 
‘-aving Istanbul I, along with others, was laid up with 
in acute attack of enteritis (or dysentery, as I diagnosed 
t f ind was unable to leave the ship until I 
hed Eng Another friend on the same cruise was 
en ill imm liately after his arrival home, was admitted 
t private ward in the Manchester Royal Infirmary, and 
lied, h ith ing certified as due to dysentery. 
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In my opinion these epidemics are due to the con- 
taminated water supply, as some of the boats are not 
fitted out for long voyages, have no condensers on board, 
and have poor filtration plants. I have had numerous 
complaints from patients of illness which occurred during 
the cruises. I feel that some of the Government depart- 
are with ought to 
investigate this matter immediately.—I am, etc., 


L. 


ments which concerned shipping 


Liverpool, Jan. 6th. HI. 


Massive Collapse of the Lung Complicating 
Haemoptysis 


Sir,—The report of a case of massive collapse of the 


lung, complicating haemoptysis (Journal, December 21st, 
1935, p. 1201), should be studied by all students of 
medicine. 

Here was a case of haemoptysis occurring first in August, 


1934, recurring at intervals, and necessitating a stay in bed 
for varying periods until the patient admitted into 
hospital in October. A diagnosis was urgently needed, but 
it was obviously not made during the time from October Ist 
to the followir February, when he readmitted. No 
tubercle bacilli found on three examinations his 
sputum. But at the end of November, after his discharge 
from hospital, x-ray examination showed infiltration of the 
left upper lobe, and in January tubercle bacilli were at last 


Was 


ig was 


were of 


found, so that the diagnosis which was badly wanted on 
October Ist was that of tuberculosis 
Ihe history of the case was at least suggestive, as_ his 


father suffered from phthisis, so that in all probability at 


the age of 18 this lad was a “‘ contact Haemoptysis in 
a “contact should make one suspect tuberculosis, even 
if no tubercle bacilli can be found. If in August, when he 
had his first attack of haemoptysis, he had been tested with 
tuberculin—and there are many reliable tests, such as those 
deseribed by Ellis, Gillespie, Halliday Sutherland, and others 


of tuberculosis could have been made. with 


know that this tuberculosis was in an active 
As it Was, 


a diagnosis 
certainty, aS we 


state all the time some five precious months were 


wasted, during which time the tubercle bacilli were increasing 
in number, with deposits in the upper left lobe becoming 
obvious to the x ray some three months later, and then, in 
another month or so, tubercle bacilli were found and the 
diagnosis was made 

If only this case had been diagnosed either at home 


in August or on admission to the hospital in the October 
a course of specific treatment by tuberculin or the Nordalin 
preparation might have the of the 
The advantage of the Nordalin preparation is 


arrested progress 
disease. 
that it is given by the mouth, and it could have been 
started the febrile. The fact that 


various special examinations were made from time to 


even while case was 
time to exclude such things as malignant endocarditis and 
a bronchial neoplasm shows that efforts were made to 
which would have 


CLS. . 


diagnose the case, but the one test 


proved positive was not used.—I am, 


Somerset, Jan. 2nd. SYDNEY GORDON TIPPETT. 
Digitalis in Influenza 
Sir,—May I venture to remind your readers of the 
value of digitalis in all severe cases of influenza? In 
the late ‘eighties, during the annual epidemics then 


encountered, I administered this drug in small doses in 
ase, and in the first three epidemics my death rate 
was nil. There was at that time a tendency to dilatation 
of the heart in these cases ; and I have had three patients 
in one morning who on getting out of bed, on the fatal 
third day, had to return to bed after collapsing, and were 


every ( 


found to have what appeared to be an acute dilatation 


of the heart. I omitted the drug when the pulse rate 
had fallen to about 65.—I am, etc., 
Wokingham, Dec. 31st, 1935 F. RK. Humpureys. 
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Cineraria maritima and the Treatment 
of Cataract 

Sir,—My attention has been drawn recently to the use 
of Cinevaria maritima in the treatment of cataract, its 
value having been endorsed by ‘‘ two London ophthalmic 
surgeons.’’ This is apparently heralded as a new dis- 
covery in the daily papers, but that is far from being the 
case, ‘as it was used by myself as far back as twenty-five 
years ago, though quite empirically, for I did not know 
then the influence of potassium in the nutrition of the 
lens. It was ordered as follows (which is a copy of an 
old prescription of mine): 

“R Suceus Cineraria maritima 
Iwo fluid drachms. 

Signe: The Eve Drops, 
One drop thrice daily. 

October 14th, 1910. (Signed) J. Burdon-Ccoper.”’ 

The plant owes its virtue to the potassium it contains, 
and probably the iodine. It is not a little remarkable 
that iodide of potassium is the one remedy that has been 
universally credited with good results in cataract, and 
this I can now state is due not so much to its iodine 
as to its potassium content. 

Cataract (by this I mean the subcapsular so-called 
senile variety) is synonymous with death of the lens 
fibres. As the process continues, potassium (as I have 
shown spectroscopically for the individual lens) gradually 
diminishes, until in complete cataract it may be non- 
existent. The element potassium is a cell food and vital 
to life, and its loss in cataract agrees with the evidences 
of a depraved nutrition found pathologically. Since the 
discovery of glutathione by Hopkins and the work of 
Adams (Mrs. Campbell), the metabolism of the lens has 
been considerably simplified. We know now that it takes 
the character of an active respiratory mechanism, gluta- 
thione being oxidized (by giving up hydrogen) and sub- 
sequently reduced by beta crystallin of the nuclear 
portions. This process is most active in the more cortical 
regions of the lens, where striae in subcapsular senile 
cataract most frequently develop. 

Iodide, of all the salts of potassium, is perhaps the 
most suitable on account of its diffusibility, and also 
because when dissociated (or ionized), as it must be 
before being assimilated by living cells, its iodine acts 
as an oxidizing agent, favouring the respiratory process. 
As both potassium and calcium form complex protein 
ions, potassium contained in organic material is probably 
lL have found 
both human and animal lenses contain very small quan- 
tities of a large number of elements, such as aluminium, 
boron, calcium, iron, potassium, lithium, magnesium, 


more potent than the purely mineral forms. 


manganese, sodium, phosphorus, lead, silicon, strentium, 
zinc, and silver. These function as catalysts in the auto- 
oxidation system of the lens 

A recent specimen of tineture of cineraria kindly 
analysed spectroscopically by my friend Dr. Judd Lewis 
was found to contain all the elements indicated above 
as occurring in the ash of the human lens, potassium 
preponderating to the extent of 15 per cent., calclum and 


sodium amounting to about 10 per cent. The amounts 
of aluminium, manganese, iron, and phosphorus are 
definitely appreciable. (These figures are only approxi 
mations.) It will be scen, therefore, that cineraria is well 


balanced as a local application, containing as it does all 
the elements that cxist in the lens, and especialiy those 
(potassium and calcium) which we have come to recognize 
as absolutely essential to its well-being. The recently 
expressed juice has a very strong pungent smell, probably 
due to a volatile oil, and when applied locally produces a 
distinct hyperaemia and leucocytosis. Some of the benefit 
may be due to this as well as to the mineral content, as 
the leucocytes are known to be carriers of food clements 
to depraved tissues. 
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It is always difficult in such a condition as cataract 
to gauge the value of any local remedy, as the opacities 
may alter, and do, without any treatment whatever, and 
the vision may vary within wice limits without any 
alteration in the opacity. Cataract is a specific metabolic 
disease, and the trend of opinion to-day is that it is 
more acceptable to regard it as due to alteration in the 
whole organism rather than to any purely mechanical 
change. As such, it demands more in the way of treat- 
ment than any purely local application, however valuable 
this may appear to be. We need only a superficial review 
of the causes to see this. There is, for instance, a wide 
difference between hookworm disease and an ovarian 
cyst, and more still between septic tonsils, alcoholism, 
avitaminosis, and, say, refractive error, but all may, and 
do, have a profound effect upon the lens, and should 
be met by treatment applicable to them. With me it is 
an “axiom that no local treatment should be considered 
sufficient without a diligent search for the cause, how- 
ever difficult this may be. Although the causes may be 
as diverse as the poles, they all act in the same way, 
either by vitiating or denying nutritive supply. 

The recognition of the importance of potassium and 
ionic calcium in the preservation of the health of the 
crystalline lens is a definite step forward in the treatment 
of cataract. Cineraria may have a rival in Fucus 
vesiculosis (the common seaweed), which I am now 
putting to a critical test, and I have a feeling that it 
will probably act quite as well as, and is incidentally less 
expensive than, its ally cineraria.—I am, etc., 


sath, Dec. 28th, 1935. J. Burpon-Cooperr. 


The School Child’s Teeth 


Sir,—The paragraph on teeth in your summary of the 
annual report on the Health of the School Child is notable 
for its critical value, and requires special attention. It is 
essential, as the report declares, that the development of 
the schoo] dental service should be ‘‘ unhampered by fixed 
ideas.’’ The fixed ideas held by dentists, medical men, 
and the public also as to dental caries will be found hard 
to dispel. The report proceeds: ‘‘ An inquiry into children 
naturally free from dental caries has revealed one safe 
generalization only: that the regular use of the toothbrush 
is not essential for freedom from caries.’’ The prejudice 
against this conclusion will be hard to get rid of. 
Unfortunately it is not yet known that irregular brushing 
—intermittent brushing—ts responsible for millions of 
dental cavities in these islands as well as elsewhere. The 
report significantly concludes: ‘‘ The dietetic habits of 
these children gave results that can only be described as 
bewildering. All sorts of dietetic errors had been com- 
mitted by those showing perfect teeth.”’ 

The dental aspect of dietetics is a dynamic one, and 
has not heretofore been enunciated. The teeth are 
essentially dynamic instruments, and thé cause of caries 
is the dynamic misuse or abuse of the teeth. I hold that 
the presence or absence of caries in the mouth is deter- 
mined respectively, without exception, by one or other of 
the following two laws: 

1. If the forces falling on the enamel of the teeth are the 
same from day to day the teeth will never decay. This is 
illustrated by the teeth of the lower mammalia and the 
domesticated species. The teeth of these animals are free from 
caries because each species give their teeth the same daily 
specific amount of work. The herbivora, for example, spend 
a very great part of their waking life either grazing or 
chewing the cud, whereas the carnivora devour their food 
and eating occupies very little time. The inhabitants of 
Tristan da Cunha eat soft food, the Eskimo tough food, but 
each spend the same amount of daily work on their respective 
foods, and they are also free from interruptions of mastication 
from illness. If the clinical histories of the 560 children with 
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the sound teeth recorded in the annual report had been noted 
it would have been found that these children had not suffered 

f each child 
uniform in consistency, so that their teeth got the 
work to do from day to day. 


much from children’s diseases, and that the diet o 
was fairly 


same amount ot 





2. If there is an abnormal variation of the forces falling on 
the teeth, and that variation is from greater to less and not 
from less to greater—that is, if the forces go unduly into 
bevance or are inhibited—the teeth become liable to decay, 

ve! the n yT 


These ts 


vO principles are in themselves quite unobjec 
tionable ; they are likewise incontrovertible. They have 
never before been mentioned in medical or dental litera 


ture All the phenomena related to the origin of or to the 
presence or absence of this disease among the teeth are 
exphicable them, and by them only. 

The frequency of the incidence of caries is in direct 
proportion to the number of times the forces habitually 
falling on the teeth suffer undue abevance or are inhibited, 
whether these forces are natural, like mastication, or 
rtificial, like brushing The state of the dentition as 


Lv in every mouth at any given time, whether 


the child or adolescent or adult, records and presents 
SOI sufficient evidence pointing to the truth of one or 
ther of these two principles ; so the evidence on which 
t| ire based is both abundant and easily observed 


iriation of the forces falling on the teeth, princi- 


enables a certain micro-org 


paliy that of mastication, 


ertain d on the naked enamel 


efinite points 


vhere, it given sufficient time, it attacks, penetrates, 
sconces itself in the enamel, and germinates, and thus 
inflicts t prim lesion of this disease. The organism 
s an ind is analogous to the odontoclast that 
st 5 the roots of temporary teeth before they are shed. 
The su f the origin and prevention of dental caries 
briefly ited in the October number of the Glasgow 
Wedical ] uynal of 1938. If that article, in association 
vith this letter, were in the hands of the 604 full-time 
ntists the would possess a rational basis from which 


et 
WILLIAM WALLACE. 


Fire-walking 


Sir,—With reference to the article on Fijian fire 
ilking by Sir James Purves-Stewart and Professor David 
Waterston in the British Medical Journal of December 


1267), one notes that they both appear to 


t as a fact that the performers did actually walk 
ith bare feet upon stones heated to a temperature 
sufficiently high to ignite ordinary paper ; but not only 
» liffer from one another in their explanations of 

, but the ilso disagree in their observa 
1 s of t thermal r tions of the participants before 


ifter the ceremony With the latter point I will not 


| 
I tioning that Sir James Purves-Stewart 
tes t \ liffere to intense heat (during the 
lea il response to thermal stimuli imme 
| immediately after the ceremoni ind 
ted by the independent observation of 
Professor K. W. Bout inother performer 
N 1 to their exy itions of the fire-wall 
- \\ t iccepts tl theor that by training 
t t r ted exposure of the soles of 
erformers are able to endure, without 
I rature which t 1 untrained person 
1 h ipports this | some striking 
t iture of reactions to painful stimuli 
His theory, however, falls to the ground 1f the observations 
t 1 t Ll of Sir James Purves-Stewart and Professor 
JOU rect He fails to bring anv evidence that 
he performers are trained in the way he describes, and, 
b il t ry does not account for the entire 
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absence of signs of injury to the skin of the soles, after 
the ordeal, that one would naturally expect. Sir James 
Purves-Stewart, on the other hand, maintains that the 
phenomena of transient thermal anaesthesia are due mainly 
to suggestion, and puts this forward as an “‘ adequate 
He supports this theory by relating various 
feats of fakirs and dervishes witnessed by himself and 
others, and lays especial stress on the importance of the 
preliminary 


, 


explanation.’ 


religious ritual. Exactly how — suggestion 
works in preventing fire burning feet or skewers trans- 
fixing necks without effusion of blood he does not explain. 

Both these theories seem inadequate to cover pheno- 
mena of this nature, that range from the stigmata of the 
saints to the well-attested ability of the medium D. D. 
Home to handle that the 
authors of the article apparently made no attempt to 


elicit from the performers themselves their own explana- 


live coals. It is regrettable 


tion of the fire-walk. The rigorous discipline, carried out 
the 
Yoga produce phenomena of a similar nature. Followers 
of these their elaborate 
philosophies and physiologies that seem quite alten and 
fantastic to Western They that there 
are hidden forces in the body that can be aroused by these 
practices of mental and bodily control, and that these 
are essential to the performance of their strange feats. 
We know so little of the relation of mind to the body 
that 
action during a fire-walk of a nature at present unknown 
to science, and that it is through psychical research and 


over many years, involved in various practices of 


so-called ‘* paths have own 


our ideas. claim 


that it appears at least possible there are forces in 


investigation into such practices as Yoga that an adequate 
solution of these problems is most likely to be found.— 
Ll am: etc. 


— A. 


ore] 


2th G. THOMPSON. 


Iwickenham, Dec. 
Voluntary Euthanasia 

Dr. Killick Millard criticizes my letter of Decem- 

ber 14th, 1935, by asserting that most, if not all, of the 
individuals to whom [I reter not under the 
the Bill as at present formulated. May I point 
out that while the immediate object is to permit, in very 
a medical man or woman to give 


would come 


scope ot 


specially selected cases, 


an overdose of a lethal drug, this is only the thin end 
of a very big wedge 
It has been more than once suggested in the past that 


but common 
and rightly 


should be got rid of, 


humanity and common sense have prevented 


all useless lives 


so—all such suggestions from ever becoming more than 
mere futile talk. The incurables, the lunatics, and the 
mentally defective might equally with the old and infirm 


‘* Thou 
necessitate 


the law 
to be 


be included once permits the command 


kill The Bill 


a very pertect doctor who would decline to 


shalt not broken. would 


be swayed by, 
harassed rel 


for example, any arguments of itives, but it 
might well lead in the future to abuses which the sup- 
porters of the Bill do not appear to take into account. 


Are there no cases of suffering when it is the 


necessary 


doctor’s duty to strengthen the patient’s resolution to 
endure, and would the passing of this Bill into law not 
increase the patient’s insistence in demanding final relief 
by death? Most doctors have had cases of the kind to 
which I reter. gut there is no necessity for dying persons 
to endure the death agony without relief Surely a 
doctor's knowledge should enable him to administer a 
sufficient dose to control it without giving a lethal dose. 
We need no such dangerous Bill so long as the = skilled 


where sedatives can be 


safely 


tones ot pain. 


doctor can relieve suffering 
and 
mind the 


il passed, lead to grave 


eIven are so given to patients 1) 


Bill is wrong and dangerous, and might, 


abuses of which the promoters 


To my 


seem totally unaware L ‘am,. etc., 
Edinburgh, Dec. 28th, 1935. Robert A, BLEMING, 
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Sir,—I would like to support the suggestion of Dr. 
A. F. Tredgold (Journal, January 4th, p. 33) that a full 
inquiry into this question be undertaken by an appro- 
priate committee. This committee should, I think—at 
first—be made up of medical men and women, and if its 
findings justify further action, then a mixed depart- 
mental committee, lay and professional, could advise the 
Government on details of procedure for embodiment in 
a Bill. Voluntary euthanasia is a_ highly technical 
problem of clinical medicine, and I cannot see how the 
lay mind can appreciate all its implications, which are 
entirely apart from its legal aspects. General practi- 
tioners and medical superintendents of hospitals would 
be specially concerned in giving effect to any legislative 
action, for it is in this sphere of practice that the type 
of case occurs which is contemplated by the promoters of 
the present Bill. 

No one who has attended a patient suffering from the 
long-drawn-out agonies caused by cancer of the larynx 
or pharynx but would wish some relief from the present 
impasse. Yet I*have wondered whether even in such 
cases Nature does not bring her own anodyne by dulling 
physical sensitivity and mental acuity. The problem is 
but part of the greater problem of pain, which was dis- 
cussed in the Neurological Section at Bournemouth in 1934. 

Now that the subject has been brought into the fore 
ground of public discussion by thoughtful and influential 
persons, the profession must face its responsibilities in 
this matter.—I am, etc., 





J. S. Manson, M.D. 


Warrington, Jan. 5th. 


Birth Control in Modern Life 

Sir,—Many of your readers will share the concern 
expressed by Dr. E. G. Fenton in the Journal of January 
4th at the kind of selective effect which “ birth control ”’ 
seems likely to be producing under present conditions. 
The ability to climb socially from the classes in which it 
is customary to accept free or publicly aided education, 
doctoring, and insurance to classes in which it is not, 
is proving a biological handicap. The pronouncements 
of some eminent biologists, to the effect that we are too 
ignorant of the workings of heredity among human beings 
to justify any action being taken on eugenic grounds, 
fails to allay this concern. In such a matter the judge- 
ment even of experts is lable to be warped by unconscious 
bias. And it seems impossible to doubt that the elimina- 
tion of the socially successful from the stock, if long 
continued, will tend to change the racial characteristics 
for the worse. 

There are two main grounds for thinking that larger 
families among the professional and 
“business ”’ The first is that more children 
would then inherit the ability that enabled their ancestors 
to rise socially. Even if the importance of this is dis- 
puted, the second ground remains—namely, that a larger 
proportion of children; would be brought up under favour- 
able conditions as to physical care and education, 

The purpose of this letter is to lay stress on a practical 
suggestion. The payment of family allowances—that is, 
allowances for children—to highly qualified public servants 
would be a step in the right direction, and might well be 
supported by our profession as a child welfare measure. 
At present it prevails only, I think, in the fighting 
services. Nothing but good would result from the exten- 
sion of the principle in the first place, say, to the higher 
grades of the Civil Service, to teaching posts, and to 
medical and administrative appointments. I commend 
the suggestion especially to those who are interested in 


are desirable 


classes. 


securing equal pay fer equal work regardless of sex, as 
removing the only weighty objection to their proposals. 
—I am, etc., 

Sefton Park, Liverpool, Jan. 5th. E. S. MILLER. 
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Obituary 


THOMAS HENNESSY, F.R.C.S.1. 
Irish Medical Secretary, B.M.A. 


By the death of the Irish Medical Secretary of the British 
Medical Association the Irish profession has lost the wisest 
brain, the noblest character, and the doughtiest fighter 
who ever took part in medical politics. Exaggerated 
laudatory statements in reference to the dead are common 
and usual, but there is no hyperbole in what I have 
written of Dr. Hennessy. The shock of his sudden and 
tragic passing presses too close still on those of us who 
knew him well and loved him—and they were very very 
many—to write or speak without emotion of h'm, to give 
an outline of the history of his career in the calm, cool 
manner that is rightly characteristic of an obituary notice 
in a scientific publication like the British Medical Journal. 
He had left, in his usual good spirits, the Irish Office of 
the B.M.A,. about noon on Thursday, January 2nd, to call 
at the office of the Irish 
Medical Association, a dis- 
tance of about a _ couple 
of hundred yards. He had 
barely reached the door of 
the latter when he collapsed 
and died in a few minutes. 
That his end would be 
sudden he knew, and some- 
times spoke of it and thought 
it near. But it was character- 
istic of the man that with 
the shadow of impending 
death hanging hourly over 
him he never allowed it to 
lessen his activities on behalf 
of the profession or to darken 
his bright and genial dis- 
position, to remove the 
ready smile, or to harden the kindly generous nature 
carried in that big and burly frame. 

Hennessy was a native of Tipperary, and was born in 
1871. He qualified in Cork College of the old Royal 
University of Ireland in 1894, and took the Fellowship 
of the Irish College of Surgeons in 1898. He obtained 
the D.P.H. in 1902. Shortly after qualification he was 
appointed to the Clogheen Dispensary District. For over 
twenty years he carried on the arduous and toilsome work 
of a country dispensary doctor. He gave of his best, 
and gave it unsparingly to his patients, especially to the 
poor in his area, with the natural result that even more 
than usual demands were made upon him. It was in the 
course of his duties that he contracted the diphtheria 
which caused the myocardial trouble that gave him much 
ill-health subsequently and eventually killed him. He 
found himself now unable to continue his practice, and 
he resigned from his dispensary in 1914. He came to 
Dublin and was appointed, the same year, the first—and 
last—Irish Medical Secretary of the British Medical Asso- 
ciation. It was a presage of his stormy career in medical 
politics that he should have taken up his appointment at 
the same time as the outbreak of the world war. Long 
ere this, however, he had made a name for himself as 
a stout and able defender of the rights and privileges 
of medical men. Neither then nor subsequently could 
any slight be cast or any action taken, or attempted to 
be taken, injurious to the profession but Hennessy was 
there to defend it. Let there be no mistake about it: 
notwithstanding his kindly and simple nature, his modesty 
and self-efiacement where his own personal interests were 
concerned, should danger threaten then he was like a 











11, 1936 


88 JAN. 


lion in the thick of the fight. By tongue and pen, with 
a command of language and sarcasm which often reached, 
when necessary, vituperative force, he scathed those who 
attempted to injure either the profession generally or 
matter how 


any individual member of it, no young or 
unknown. Perhaps his greatest fight was over the 
national health insurance scheme, introduced in 1911. 


In spite of the power, financial and otherwise, of the 
Local Government Board, supported by a Minister of the 
ability and astuteness of Mr. Lloyd George, the medical 
profession, led by Hennessy, defeated the proposals put 
after a struggle lasting two years, and 
wrung for the profession terms far in advance of those 
offered. Hennessy had few enemies, though no man of 
his strong character and his honesty could avoid having 
some. He was never known to utter an unkind or em- 
bittered word against anyone for any personal wrong, 
but he not spare any considered had 
tried to injure his colleagues individually or collectively. 
He could not speak without anger and resentment against 
these, and he saw to it that they were few who “ black- 


forward over 


could whom he 


legged ’’ on their colleagues in that hard fight waged 
from 1911 to 1914. 
As Irish Medical Secretary he threw himself whole- 


heartedly into the work of organizing the profession. To 
some extent he was handicapped by the presence of two 
medical associations here, so he formed the Irish Medical 
Committee. This was a body which represented the two 
associations, and also those who were members of neither. 
It was rather loosely constituted, but it was functionally 
very useful, since Hennessy, as its medical secretary, could 
now go before public bodies and Government Departments 
and speak with authority for the whole profession. He 
took an active and important share in the formation and 
working of the Local Government Department under the 
second Dail Eireann. With the coming of the Free State 
he carried on even more vigorously his fight for the welfare 


He 


interviewing and speaking 


of his colleagues, especially the dispensary doctor. 


travelled through the country 


various boards of guardians ; he 


visited the greater number of the 135 of these bodies, with 


the result that the salaries of dispensary doctors were for 
the most part increased by from 100 to 200 per cent. 
He was mainly responsible for the granting of holidays 
ind sick leave, with locumtenents paid by the public 
authority and without deduction from the doctors’ salaries, 
and also for the compulsory establishment of pension 


rights. He fought 


Medical Health Service, 


strongly for the setting up of a 


with the appointment of county 


medical officers of health at a proper and adequate salary. 
It is safe to say that this very excellent service would 
never reached its present dimensions but for the 
spade-work done by Dr. Hennessy. It would, however, 
take volumes to detail the work he did for the profession. 
It will have to suffice to say that there is scarcely a 
member of it here, from the hospital consultant to the 

vest al latest recruit to the Dispensary Service, who 
has not something to be grateful for to Tom Hennessy. 
He was a member of Dail Eireann from August, 1927, to 
1932, representing South Dublin. His position as a 
Parliament representative greatly enhanced his power 
ind influ ind gave him wider scope for initiating and 
urrying through medical reforms, to the great gain of the 
country generally as well as of the profession. He was 


the Local 


seeks to have appointed 


wainly responsible for having Appointments 
This important Act 

the best-qualified candidates only to public appointments 
dium of selection boards. 
In addition to his 


though it was more for pleasure and 


strictly 


work he took an active 
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He had one of the best-run and best-stocked farms jn 
County Wicklow. He was also deeply the 
history of Ireland from the earliest times, and especially 
in the study of the genealogies of the various historic 
Irish families. He published a number of articles con- 
cerned with public health and with medical organization, 
In his home life he was particularly fortunate and happy. 
He married Miss M. Crowley of Dunmanway, Co. Cork, 
by whom and by three daughters he is survived. The 
measure of their loss we, who were intimately connected 
with him, can faintly gauge. To them the respectful and 
deep sympathy of the Irish profession will go out in their 
grief. Characteristically he had left instructions that his 
funeral should be very private, and but for the sudden 
and rather public circumstances of his death getting into 
the Press, no announcement would have been made, in 
accordance with his wishes, until after his burial. Still, 
at short notice and at an early hour on a winter’s morn- 
ing, his friends thronged from far and near to pay their 
last tribute to him. 

In conclusion, a few must be said about his 
connexion with the new Irish Free State Medical Union 
(I.M.A. and B.M.A.). For many years effective organiza- 
tion of the profession here was hindered by the existence 
of two inajor but friendly associations—the Irish Medical 
Association and the Irish Branches of the British Medical 
Association. At last, after overcoming many obstacles, 
unification of these two accomplished, 
Hennessy, although his future was materially put at 
hazard by the change, knowing that it was best that such 
a change should take place, never hesitated to give every 
help and assistance in his power to the project. It was 
his last great effort. The Union will come into operation, 
in all probability, in the course of a few days. He was 
to be its first secretary. On the eve of its formation, on 
the day after he ceased to be Irish Medical Secretary of 
the B.M.A., he died. At this crisis in our affairs we have 
to carry on without his assistance. The kindly heart is 
stilled and the noble and gallant spirit gone, and we are 


versed in 


words 


bodies was 


left to mourn and to feel the loss of that guiding hand 
and the help of that wise and far-seeing mind in the 
many difficulties now looming around us. May he rest 
In pea 
Joun P. SHANLEY. 
Dr. G. C. ANDERSON writes: 
Although not wholly unexpected, the death of Dr. 


Hennessy has nevertheless come as a very great shock to 
all those who have been privileged to know him and to be 
with him in the the B.M.A. At my 
first meeting with him, which was shortly after I was 
appointed Deputy Medical Secretary in.1920, his friendly 
bearing and genial personality won my affectionate regard, 


assoc iated work ot 


a regard which has only deepened in the succeeding years. 
Of Hennessy’s work for Irish dispensary medical officers 
member of the Dail, for public health reforms 
and improved housing conditions for the working classes, 
others are write ; but no knows 
better than I do the Association in Treland 
owes to his untiring efforts, frank sincerity, and enduring 


ind, as a 
more competent to one 


how much 


charm. From the time when he was first appointed 
Irish Medical Secretary in 1914 it was ever his most 
earnest wish that the B.M.A. and the I.M.A. should be 


fused, and it is not too much to say that the satisfactory 
outcome of our negotiations to that end were in no small 
measure due to the had _ estab- 
lished with all sections of the profession in Ireland. His 
at a time when it 
Irish medico- 
politic il affairs. Cox, and 
to me Dr. Hennessy was ever a most loyal and generous 
! 


( olleag a3. 


very cordial relations he 
death is a great loss to the Association 
can ill afford to: lose one so well versed in 
Both to my predecessor, Dr. 
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Dr. C. H. Fotey writes from Athenry, Co. Galway: 





This morning, on hearing of the death of my old friend 
Dr. T. Hennessy, I looked at an old framed photograph 
of a group of Dublin medical men and country delegates 
to the I1.M.A., taken in the drawing room of Dr. Donnelly, 
who then lived in a house on the east side of Rutland 
Square. In the photo, standing side by side, were three 
young men: Surgeon Blayney of Dublin, Dr. McSweeney 
of Killarney, and Dr. Tom Hennessy of Clogheen, on 
one side of a circle, containing pictures of most of Dublin’s 
These have all 
gone home. mind 
and body, of that soft assuaging temperament manifested 
in voice, which could always reconcile the B sharp of 
Ulster with the round, curved phonetics of the county of 
Cork and those that float on the Irish Sea. The date 
of the photo tells of days of endeavour, when the B.M.A. 
and its Surgeon-General Evatt with 
the I.M.A. to promote the material prosperity of the Irish 
dispensary doctors, then in receipt of a salary of £120 
to £140 a year, out of which they had to pay travelling 
expenses. Those the days of 
pensary doctors, but also they were the days of the Irish 
Congested District Board of the West, constituted as it 
R.C. bishops and clergymen, who were active 


surgeons, medical men, and obstetricians. 
Hennessy was big every way, big in 


were endeavouring 


were the bicycling § dis- 


was of 
supporters of the dispensary medical men and the first to 
introduce the improvement of existing home accommoda- 
tion by making grants for the improvement of cottage 
homes wherever the report of a dispensary doctor con- 
firmed the This Board, at the time, held great 
influential control over other Irish Departments, staffed 
with an officialism which viewed the Irish dispensary 
doctor as a kind of a qualified joke out beyond the pale 
of society and a creature to be looked on as the natural 
successor to the wearer of the cap and bells of a Norman 
baron’s court. It this attitude that 
Hennessy to a furious enthusiasm on behalf of his fellows. 
The Local Government Act of 1898 had not swept away 
the abuses ; in fact it accentuated them. Hennessy at the 
time advocated closer co-operation between medical men 
and boards of guardians. Though the system of appoint- 
ment by election was not satisfactory, yet the chairman 
of the District district councils) 
was, ipso facto, a county councillor. With him on our 
side we could defeat the higher official influence of the 
county councils. The increase of salaries, to their credit, 
began with the lead given by but the 
Local Government Board was passively opposed to this. 
Dr. Henwessy was made the B.M.A. Irish Medical Secre- 
tary, and he threw himself into the work with enthusiasm, 
He travelled up and down, across and back, all over the 
country, to local meetings of medical men, maintained 
a general correspondence with individual medical men, 
consulted men whose sympathies were with the doctors, 
and among these no greater friend he found than the 
late Archbishop Healy of Tuam, and his Beard, the late 
Congested District Board. 


need. 


was official roused 


3oard (guardians and 


the guardians, 
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PERCIVAL, M.A., M.B., 


Newcast!e-on- Tyne 


Bi 


Consulting Eve 


Surgeon, 


Mr. Archibald Stanley Percival, whose death at the age 
of 73 we announced last week, was educated at Repton 
and at Trinity College, Cambridge, where he took a first 
class in the Natural Sciences Tripos of 1884. Continuing 
his medical studies at St. George’s Hospital, he gained 
the diploma of M.R.C.S. in 1886 and graduated M.B., 
B.Ch. in 1888. After acting as house-physician at the 
Brompten Hospital he was appointed house-surgeon to 
the Royal Westminster Ophthalmological Hospital. An 
opening then presented itself in Newcastle-on-Tyne, and 
for the rest of his working life Mr. Percival was associated 


A. S. PERCIVAL, M.B., B.Cu. 
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with that city. He joined the staff of the Newcastle Eye 
Hospital, and in 1900 became a full surgeon, a position he 
held with distinction till his retirement in 1927. He was 
also for some years ophthalmic surgeon to the Children’s 
Hospital. He joined the Ophthalmic Society of the 
United Kingdom in 1888, and made his first communica- 
tion in May, 1901—his subject being ‘‘ Periscopic Lenses.’’ 
The paper is mentioned but not given in the Tvansaclions 
of the society, but a paper by him on this subject was 
published about this time in Knapp’s Archives. He re- 
tained an interest in this form of spectacle lens to the end 
of his life—one of his last papers on the subject, written 
after his retirement, being published in the Archives of 
Ophthalmology in May, 1934. Percival was contemptuous 
of many of the advertised and expensive Continental 
lenses, as he maintained that they were constructed on 
fundamentally unsound principles. His own method, of 
which he gives full details in his book on The Prescribing 
of Spectacles, entailed elaborate and tedious calculations. 
His formulae once found and published have been widely 
used. Since his retirement a London firm has specialized 
in producing lenses made to his formulae and associated 
with his name. 

Percival made many contributions to ophthalmic litera- 
ture. The Prescribing of Spectacles, first published in 
1910, ran to three editions—the last being published in 
1928. Like all his work it is original, not a mere com- 
pilation from earlier textbooks, but bearing the imprint 
of an active and independent mind. By no means an 
easy book to read, it well repays study. When the last 
edition was being prepared the writer of this note heiped 
in the reading and correcting of proofs. He did his best 
to suggest modifications and explanations which would 
simplify the text. Only a few of these were adopted. To 
Percival mathematics was almost a religion. He looked 
on it as fundamental in ophthalmology, and deplored the 
too prevalent ignorance of the subject among oculists. 
But he had no desire in this book to teach elementary 
mathematics—he wrote for those who already had some 
acquaintance with the subject. Other books that he pub- 
lished were: Optics—A Manual for Students, in 1899 ; 
Geometrical Optics, in 1913 ; a book on Practical Integra- 
tion ; and another on Perspective. 

Besides his books Percival made many contributions 
to ophthalmic literature—light sense and _ coal-miners’ 
nystagmus being two of the subjects that specially inter- 
ested him. He invented a simple apparatus for the 
measurement of light difference and light minimum 
which has been widely used. As an ophthalmic medical 
referee for many years he had extensive experience of coal- 
miners’ nystagmus, and he had his own views on the 
disease. He considered that only a proportion of men 
are born with a tendency to nystagmus, and his suggestion 
to eradicate the disease was that once a man had been 
incapacitated by it he should never be allowed to work 
again underground, but should, after a period of liberal 
compensation, be drafted into some other occupation. 
In his early days in Newcastle Percival took his full share 
in contribution to the papers and discussions of the local 
medical societies. It was always a source of gratification 
to him that the University of Durham recognized the 
value of his work in this and other directions by confer- 
ring on him in 1893 the honorary degree of M.A. 


A. McR., to whom we are indebted for the foregoing 
note, I only came to know Mr. Percival during 
the five years before his retirement. By that time he 
had lost his taste for operative work. He was always 
willing to discuss the best procedure to adopt in any 
individual case, but was only too glad to leave the actual 
operation to his juniors. What did interest him was 
refraction, looked on by most oculists as routine drudgery, 
to be left, if possible, to the house-surgeon or refraction 
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assistant. A difficult refraction always stimulated Percival, 
especially if it was associated with a muscle-balance defect. 
In his private practice many such cases were referred to 
him, and he spared no pains to get a satisfactory result. 
Outside his own specialty Percival had many interests. 
He was fond of music, and in later life, when concert- 
going was too great an effort, he derived much pleasure 
from the wireless. He a member of the Pen and 
Palette Club. And he founded in 1900 a small medical 
club known as the Sphalma. He maintained that failures 
were much more educative than successes, and grew tired 
of medical meetings in which the latter were more empha- 
But he realized that broadcasting 
mistakes might be detrimental to a_ professional 
career. The Sphalma was an attempt to obtain the benefit 
of discussing mistakes and failures with fellow medicals 
without the risk of publicity. The criginal members were 
carefully chosen, and thereafter no name was added with- 


Was 


sized than the former. 


one’s 


out the unanimous approval of the other members. 
Meetings were held once a month. After an informal 
dinner, and the toast of ‘‘ The King,’’ the chairman 


invited members to relate any recent sphalma (that is, 
mistake) of they had been guilty. No minutes 
were kept, and no rules were formulated. Twice a year 
the members spent a delightful week-end in some country 
hetel. The Sphalma still exists, but must look on 1935 
as a sad year in its history, no than four old 
members having passed away—Speirs of Gateshead, Inglis 
cf Hebburn, W. G. Richardson the surgeon, and Percival. 

Mr. Percival joined the British Medical Association in 
1889, and was a member for forty-five years, being presi- 
dent of the Section of Ophthalmology at the Annual 
Meeting at Glasgow in 1922, when he opened a discussion 
on the clinical significance and treatment of heterophoria. 
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ARTHUR E. 
Consulting Sur 

The death of Dr. Arthur Giles at Welwyn, Hertfordshire, 
on December 26th, removes a gynaecologist who until his 


GILES, M.D:Lonp., F.R.C:S.Ep. 
geon, Che'sea Hospital for Women 


retirement a few years ago was well known in the medical 
world of London, and familiar to the 
English-speaking profession through its association with 
that of Sir John Bland-Sutton in Diseases of Women, 
a book which reached its eighth edition in 1926. 

Arthur Edward Giles was born in 1864 and received his 
early education at the Lycée du Havre, the City of 
London School, and Manchester Grammar School. Enter- 
i! Manchester, in 1883, he won the 
Platt scholarship, graduating B.Sc. of 
London University with honours in 1886. years 
later he obtained the M.R.C.S. diploma and the M.B. and 
Ch.B. degrees of the Victoria University of Manchester. 


whose name was 


ig Owens College, 
physiological 


Two 


He became M.B.Lond. in 1889, with first-class honours 
in obstetric medicine, and at the M.D. examination in 
1892 qualified for the gold medal. He obtained the 
M.R.C.P.Lond. in 1893 and the F.R.C.S.Ed. in 1896. 


His early appointments included those of resident medical 
officer at the Crumpsall Hospital, , Manchester, 
surgeon at the Manchester Royal Infirmary, and physician 
accoucheur to the St. Marylebone Dispensary. 

Settling down in London after post-graduate work in 
Berlin, Vienna, and Paris, Dr. elected to the 
visiting staff of the Chelsea Hospital for Women in 1895. 


house- 


Giles 


WaS 


For thirty years he was closely associated with that 
institution, and in 1925, on retiring from active duty, 
he became consulting surgeon. He was also for some 
years gynaecologist to the Prince of Wales’s General 


Hfospital, Tottenham, and consulting gynaecological sur- 
geon to the Sutton Hospital in Surrey, the 
Edwards Hospital at Wood Green, the Epping Hospital, 
and the Queen Victoria Memorial Hospital at Welwyn, 
His an 


Passmore 


near his country home. skill as operator was 
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well known, and he made many contributions to the 
medical journals on diseases of women and allied subjects, 
During the war fifty beds at the Chelsea Hospital for 
Women were set aside for sick and wounded officers, and 
Dr. Giles undertook part charge of these patients, with 
the brevet rank of Major R.A.M.C. 

Arthur Giles joined the British Medical Association jn 
1891, and travelled to Montreal for the Annual Meeting 
in 1897 as honorary secretary of the Section of Obstetrics 
and Gynaecology ; thirty-one years later, at the Cardiff 
the 


Annual Meeting, he was vice-president of same 
section. He was also a past-president of the Section of 


the 


vears ago accepted 


Obstetrics and Gynaecology of Royal Society of 
Medicine, and three \ the office of 
honorary librarian to the British College of Obstetricians 
and Gynaecologists. In the affairs of the East London 
College he took an active interest, serving for a number 
of years as vice-chairman of its counctl. In 1929-30 he 
was Master of the Drapers’ Company. His volume of 
verse, published a few years ago under the title A Fantasy 
of the Seasons, proclaimed him a man of wide interests, 
with a keen love of the country. 


Mr. Vicror BoNNEy writes: 

Gynaecology is the poorer for the passing of Arthur 
Giles. When I remember him first he was assistant to 
Sir (then Mr.) John Bland-Sutton in the early days of 
hysterectomy for fibroids, and every Monday afternoon 
the theatre at Chelsea Hospital for Women was crowded 
with visitors. At that time the technique of abdomino- 
pelvic surgery was still in the making, and every opera- 
tion adventure. As to be 
expected, Giles’s general methods were very near akin to 
those of the brilliant whom he assisted for so 
many years, but they were marked by hits own peculiar 
characteristics of and persistency. That he 
was a courageous man was shown by the fact that he 
enlisted in the ranks of surgery although he only had 
one eye. It was a remarkable eye, however, for even 
up to the time he left the active staff at the Chelsea 
Hospital for Women he did not need to wear glasses. He 
achieved stereoscopic vision by taking two observations 
of the point he was looking at by making two move- 
ments of his head very rapidly. This gave him a very 
characteristic appearance when at work. He was a 
genial and kind colleague, and he was an_ interesting 
man apart from his surgery, for he was very well read 
and had strong artistic leanings. Those of us who knew 
miss him much. 


was something of an was 


surgeon 


steadiness 


him will very 


J. B. B. sends the following appreciation : 
A fragment from Shelley, one of his favourite poets, 

truly expresses my old chief Arthur Giles : 

Man who man would be 

Must rule the empire of himself ; in it 

Must be supreme, establishing his throne 

On vanquished will, quelling the anarchy 

Of hopes and fears ; being himself alone. 
During a long and very happy association he always 
radiated complete sincerity. Though not as generally 
well known as he deserved to be, those with whom he 
worked and those who worked for him can back 
with pride to the fact that they knew him well, for 
Giles’s friendship was and is a very precious thing. No 
one of his subordinates, I feel sure, ever remembers a harsh 
or unjust word of his, none has any recollection of even 
the most momentary loss of complete self-possession, 
while all can conjure up vivid pictures of that human 
understanding, that gentle delightful wit which ever and 
anon flashed out to brighten their association with him. 
May I quote one instance, a remark made by him during 
an interval between operations when someone had said 
that pregnancy was impossible in a certain case. ‘I 
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would not say,’’ murmured Giles, ‘‘ that it was impossible 
for a woman to have children unless I personally had 
removed her uterus, both her tubes, and both her ovaries ; 
and then I would prefer the word unlikely.’ His memory, 
particularly for poetry, was amazing ; he was only the 
second person I ever knew who could repeat Jn Memoriam 
from beginning to end. In addition, he had a peculiar 
power of being able to fit quotation to circumstance. He 
has gone, but there are many to whom his teaching and 
example have been beyond price. May we be worthy of 
that example and of our old teacher and friend! 


, 


SIR H. MARCUS FERNANDO, M.D. 
Consulting Physician, Colombo General Hospital, Ceylon 
We regret to record the death in London on December 
18th of Sir Hilarion Marcus Fernando after a most dis- 
rendered great 
services to medicine and to the Government. 

39orn in that island in 1864, he wes educated first at 
the Royal College, Colombo. At the age of 19 he was 
elected Ceylon Government Scholar and Gilchrist Scholar 
for the East, and won an entrance scholarship at Univer- 
sity College, London, where he became a medical student, 
and took the degree of B.Sc. He received the Atchinson 
scholarship, and was gold medallist in the University of 
London for physiology, medicine, and forensic medicine. 
In 1888 he graduated M.B., and proceeded M.D. a year 
later, and in 1890 was elected a Fellow of University 
College. Returning to Ceylon, he held the post of 
registrar to the Ceylon Medical College from 1890 to 1897, 
and was first physician to the Colombo General Hospital 
from 1898 to 1909. In these appointments he won high 
esteem for his brilliant work in tropical diseases as well 
as in general medicine. 

When he retired from the island medical service in 
1909 he took up public work, for which he was eminently 
qualified, being descended from a famiiy with long con- 
nexion with the island, and having himself great personal 
attachment to its interests. Among the appointments 
which he held were those of chairman of the board of 
directors of the State Mortgage Bank of Ceylon, and 
President of the Catholic Union of the island. For some 
years he served on the Executive and Legislative Councils 
there, and was created a Knight Bachelor in the New 
Year Honours List of 1923. In 1891 he had married 
Margaret Frances Mary, second daughter of Lady de 
Soysa of Colombo, and had a son and two daughters. 

He had been a member of the British Medical Associa- 
tion for forty-one years. His interests were wide. His 
possession of considerable estates in Ceylon enabled him 
to have an intimate acquaintance with dairy and stock 
farming, as well as with work on rubber and coco-nut 
plantations. He was also a magistrate. 


tinguished career in Ceylon, where he 


Dr. Luctan pe Zitwa, F.C.O.G., consulting gynaeco- 
logist to the Colombo General Hospital, writes: 

With the death of Sir H. Marcus Fernando Ceylon 
loses one of her most prominent citizens. He was the 
first Ceylonese to study medicine at University College 
Hospital, London, whither he went with a Government 
scholarship won at a competitive examination. He was 
a pioneer who blazed the trail which was afterwards 
followed by many of his countrymen. At the University 
of London he won numerous prizes, besides taking a 
degree in science, and he qualified for the gold medal at 
the M.D. examination in the year it was awarded to Rose 
Bradford. On his return home Dr. Fernando joined the 
Civil Medical Department, and was appointed to the 
medical staff of the Colombo General Hospital. His 
versatile genius was of the greatest service to the Ceylon 
Medical College. It is said that there was no subject of 
the curriculum on which he had not lectured at one time 








or another. The acuteness of his clinical instinct and the 
soundness of his judgement were early recognized by the 
public, and he acquired a large practice as a physician. 
However, at the age of 43, when he had risen to the rank 
of senior physician, he resigned from the hospital and 
abandoned his medical career in order to devote his 
energies to agriculture, economics, and politics. Naturaliy 
his views on public health problems commanded respect 
owing to his medical experience. The prevention and 
treatment of malaria were discussed by him in numerous 
papers. He had none of the arts of the demagogue, and 
was therefore not an idol of the people. But the authori- 
ties appreciated his conservatism and practical wisdom, 
and had the benefit of his advice in the Executive Council 
and on various commissions. Personally, Sir Marcus was 
a genial companion, fond of jokes and anecdotes, a keen 
bridge player, and a very popular member of his club. 





G. D. MATHEWSON, M.D., F.R.C.P.Ep. 
Physician, Edinburgh Royal Infirmary 
The death took place after a short illness, on December 
3ist, 1935, at his restdence in Moray Place, Edinburgh, 
of Dr. G. D. Mathewson, one of the physicians to the 
Royal Infirmary of Edinburgh. 

Born in 1883, George Douglas Mathewson was a son of 
the late James Mathewson, manufacturer, of Dunfermline, 
and took his medical course at Edinburgh University, 
where he graduated B.Sc. and M.B., Ch.B. in 1905, and 
became a Fellow of the Royal College of Physicians of 
Edinburgh in 1912. After a period as resident physician 
in the Royal Infirmary of Edinburgh and as_house- 
surgeon in the Royal Hospital for Sick Children, he became 
for a time assistant to the professor of medicine in the 
university, and a clinical tutor in the Royal Infirmary. 
For a time he was one of the physicians to Leith Hospital, 
being afterwards appointed to the staff of the Royal 
Infirmary, where, on the retirement of Dr. Chalmers 
Watson, he became one of the physicians to the institu- 
tion some two years ago. 

As a physician Dr. Mathewson took a special interest 
in disorders of the heart, and he had published numerous 
articles dealing with this subject, including ‘‘ Lesion of 
Branches of the Auriculo-Ventricular Bundle ’’ in Heart, 
1913 ; ‘‘ Conduction Defects in the Heart,’’ Edinburgh 
Medical Journal, 1913 ; “‘ Clinical Observations on Atrio- 
Ventricular Rhythm” in the Quarterly Journal of 
Medicine, 1915; and ‘‘ Examination of the Heart by 
Graphic Methods ’’ in the second edition of the Encyclo- 
paedia Medica. As a teacher of clinical medicine Dr. 
Mathewson was a lucid and attractive lecturer, highly 
popular with his students, and his genial humour caused 
him to be much sought as a speaker at medical gatherings. 
At the Annual Meeting of the British Medical Association 
held in Edinburgh in 1927 he was joint honorary secretary 
of the Section of Medicine. The interment, which took 
place in the Dean Cemetery, Edinburgh, on January 3rd, 
was attended by a large number of representatives from 
the Royal College of Physicians and Royal Infirmary staff, 
as well as by colleagues in the medical profession and other 
friends. Dr. Mathewson is survived by a widow and two 
children. 





Death has robbed the medical world of Grenada, 
B.W.I., of its outstanding personality. Dr. A. F. 
HuGues, the subject of this notice, who died somewhat 
unexpectedly on September 19th, 1935, was born in 
Grenada, and received his academic education at the. 
Grenada Grammar School and the Queen’s Royal College, 
Trinidad. Proceeding to Scotland in 1897, he graduated 
M.B., Ch.B. at Edinburgh University in 1903. After 
undertaking a voyage to the Far East as a temporary ship 
surgeon he joined the Colonial Medical Service, served 
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from 1905 to 1917 as a district medical officer in St. Lucia, 
B.W.L., and was transferred to Grenada in the latter year. 
During the period 1928-35 he acted on several occasions 
the head of the Medical Department of Grenada. 
Dr. Hughes was a loyal and enthusiastic member of the 
Grenada Branch of the British Medical Association, and 
held the appointment of Branch secretary during, per- 
haps, the most difficult and trying period in the history 
of the Grenada Medical Service. Largely through his 
sustained efforts great improvements have recently been 


onl 


ads 


cffected in the conditions of the Service. He assumed 
the office of president of the Branch in 1932. He was a 
sound clinician, a loyal colleague, and a faithful friend. 
lie has left a widow and five children to mourn their loss. 


The death occurred at Grange, Guernsey, on December 
27th, 1935, of Dr. EpMUND VALENTINE GIBSON at the age 
70. Born at Stanley, Derbyshire, in 1865, he was 
educated at Trent College and the University of Edin- 
burgh, where he graduated M.B., C.M. in 1890, and _ pro- 


ot 


cceded M.D. in 1892. His early appointments included 
those of house-surgeon to the Birmingham General 


Hospital, the East London Hospital for Children and the 
Dispensary for Women at Shadwell, and the Devonshire 
Hospital, Buxton. He was also superintendent resident 
medical officer to the Victoria Infirmary, Glasgow. In 
1894 he began general practice in Guernsey, and was 
medical officer at first of the town hospital, and later of 
the Country Hospital and Asylum, Castel ; this second 
appointment he had held for thirty-one years at the time 
of his death. In 1904 he joined the then Ist R.G.L.I., and 
retired as surgeon major in 1920. A man of splendid 
physique and untiring energy, he took an active interest 
in local affairs, well in his very large practice 
and the pursuit of horticulture. He had a fine garden at 
his residence, ‘‘ Paradis,’’ in Grange. He had been a 
member of the British Medical Association since 1912. 
From 1894 he conducted his practice single-handed until 
1919, when he was joined by his nephew, Dr. R. E. 
Gibson. In 1923 his son-in-law, Dr. W. B. Fox, joined 
them, and in 1927 Dr. Maurice Fox. 


as as 


We regret to record the death, in his seventy-eighth 
year, of Dr. JoHN Kerr (formerly of Hamilton), which 
teok place at his old home, ‘* Roseville,’’ Hamiitcn, after 
a very short illness. He belonged to a family which for 
many generations lived in the Island of Arran—he himself 
was born at Largs, Ayrshire. He received his medical 
education in Glasgow, and in 1890 took the diplomas of 
L.R:.C.P. and S.Ed. and L:R-F.P.S:Glas. In the same 
vear he began practice in Hamilton, at that time a pros- 
perous coal-mining town. He soon acquired a large prac- 
i and during the forty years he laboured in the town 
his services were greatly appreciated by ail classes of the 


ce; 


community. He was regarded as a family friend in every 
household where he was the doctor. He had little time for 
but in his earler days went in for breeding 
He was a well-known figure on the bowling 


recreation, 
hackneys. 


creen. He retired in 1931, when he was entertained to 
dinner by his medical brethren, and made the recipient of 
‘veral gifts. On his retirement he went to live at Blair- 


on Loch Long, where he passed the evening of his 
keen motorist, he was also an 
enthusiastic yvachtsman ; his favourite sport was fishing. 
Ile became suddenly ill at Blairmore on December 11th, 
and his sen, Dr. Livingston Kerr, brought him to his old 
home in Hamilton, where he died on December 14th. He 
is survived by Mrs. Kerr, Dr. Livingston Kerr, and three 
daughters, two of whom are members of the medical pro- 
fession, and the third is a dental surgeon. The great 
esteem in which Dr. Kerr was held was well seen at his 
funeral on Tuesday, when all classes of the community 

numbers in spite of a severe snow- 


more 
days very pleasantly. A 


were present in large 

storm. Dr. Kerr, when in practice, was a faithful member 
of the British Medical Association, and the Association 
ind the Local Medical and Panel Committees of Hamilton, 


and the Session and Deacon’s Court of St. John’s Church, 
were all represented at the funeral. 
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We regret to announce the sudden death on New Year’s 
Eve of Dr. RicHaARD OWEN of Bangor, a much-respected 
member of the profession in North Wales. He was born 
at Beaumar's, Anglesey, in 1871, and from the Grammar 
School of that town went to the University College of 
North Wales in 1889 ; three years later he began medical 
studies at Edinburgh University, graduating M.B., C.M. 
in 1895, and proceeding M.D. in 1911. While at Edin- 
burgh he was for a time assistant demonstrator of anatomy 
under Sir William Turner. After acting as surgeon to 
steel works at Broughton and collieries at Wrexham, and 
as medical officer of the Abersoch District and Pwllheli 
Union, he became M.O.H. to Beaumaris Port Sanitary 
Authority, medical officer to the Bangor Union Infirmary, 
and honorary physician to the Carnarvon and Anglesey 
infirmary. Dr. Owen was medical referee for several 
insurance companies, lecturer and examiner for the Order 
of St. John of Jerusalem, and medical officer to the 
University College of North Wales and the Normal College, 
Bangor. He joined the British Medical Association in 
1903, and served as president of the North Wales Branch 
three years ago. In addition to his energetic support of 
the Association and of the interests of the profession 
generally in North Wales, he was a keen archacologist and 
a member of the Gorsedd. He encouraged the ambu- 
lance competitions at the Eisteddfod, and often judged 
them. Dr. J. R. Prytherch writes: “‘ For the past forty 
years Dr. Owen has been a tower of strength and a loyal 
supporter of all B.M.A. work. He was a prominent 
figure in any company, radiating kindness and _ geniality 
to all. I have been engaged in B.M.A. work with him 
for some thirty years, and for twelve on the staff of 


Bangor Infirmary. No truer friend or colleague could 
one ever desire.”’ 
Dr. ALBERT ERNEST MARWoop, who died at Poris- 


mouth on December 27th, 1935, after a long illness, had 
been a member of the British Medical Association for 
forty years. Born in Portsmouth sixty-nine years ago, he 
was a pupil of a local medical practitioner before he 
entered Charing Cross Hospital as a medical student. He 


also studied in Scotland, and in 1894 he obtained the 
diplomas L.R.C.P., L.R.C.S.Ed., L.R.F.P.S.Glas. He 


then began to practise in Portsmouth, with special atten- 
tion to midwifery, and soon built up a wide connexion, 
For many vears he had been district medical officer to 
the board of guardians, and surgical officer to the Odd- 
fellows, Druids, Rechabites, and other Friendly Societies. 
He was medical officer to various assurance companies 
and to the Portsmouth Football Club. He was intimately 
associated with the work of St. Matthew’s Church, Scuth- 
sea, and had been vicar’s warden for several years. He 
had also been a keen Freemason. 


Universities and Colleges 





UNIVERSITY OF LONDON 
UNIVERSITY COLLEGE 

Dr. F. G. Young will deliver a course of four public lectures 
on ‘ Glycogen and the Metabolism of Carbohydrates ’’ at 
University College, Gower Street, W-.C., on Thursdays, 
January 16th, 23rd, and 30th, and February 6th, at 5 p.m, 

A course of six public lectures on ‘‘ The Chemical Structure 
of Drugs in Relation to their Physiological Action ’’ will be 
delivered by Dr. H. R. Ing at University College on Mondays, 
January 20th and 27th, and February 3rd, 10th, 17th, and 
24th, at 5 p.m 

All the above lectures 
or ticket. 

The following candidates have been approved at the exam- 


are open to the public without fee 


ination indicated: 


M.D.—Branch I (Medicine W. H. P. Cant, P: C. L. Cae 
Iris M. Cullum, M. E. Disney, T: J. Evans, S. T. Falla, H. PB: M. 
Kinzel, C. James, D. E. V. Jones, H. M. R. Jones, H. Kirman, 
Beatrice Lewis, R. J. G. Morrison, I. Whittington, J. C. Winteler, 
t. Marvy Wynter. Branch IIT (Pathology): R. Hare, W. A. S. 
Karunaratne, M.D., D. M. Pryce, R. S. Wale. Branch Il (Psycho- 
logical Medicine): WH. A. Cooper. Branch IV (Midwifery and 
Diseases of Women): R. K. Bowes, M.S., F.R.C.S., J. & 
Davies, Mary Evans, Margaret M. White, Honor E. C. Wilkins. 


Branch V (Hygiene): D. M. Connan, D, Erskine, J. T. R. Lewis. 


k. J. G. Lishman, 
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UNIVERSITY OF BIRMINGHAM 


The following candidates have been approved at the exam- 
jnation indicated: 

Fina M.B., Cu.B.—E. M. Barker, Dorothy M. Braddock, N. R. 
Chan-Pong, A. W. F. Craig, F. J. Fowler, R. J. Ingham, E. E. K. 
Kilvert, B. A. Singer, Aileen M. Sutcliffe, L. K. Thompson. 





ROYAL COLLEGE OF SURGEONS OF ENGLAND 
Lectures 

1936 is arranged as follows: 
January 17th, Professor A. F. MacCallan, The surgery and 
pathology of trachomatous conjunctivitis; January 20th, 
Professor E. W. Twining, A radiological study of the third 
ventricle ; January 22nd, Professor Arthur Bulleid, The assess- 
ment of dental sepsis as a factor aflecting medical and surgical 
procedures ; January 24th, Professor John Gilmour, Adolescent 
deformities of the acetabulum ; January 27th, Professor E. P. 
Stibbe, The anatomy and surgery of the subtentorial angle ; 
January 29th, Professor Reginald T. Payne, Pyogenic infec- 
tions of the paroti’d ; January 31st, Professor George A. 
Mason, Extirpation of the lung; February 3rd, Professor 
A. M. Boyd, The investigation of peripheral vascular disease ; 
February 5th, Protessor H. Osmonde Clarke, Injuries of the 
carpal bones ; February 7th, Professor F. H. Bentley, Wound 
healing im vitvo—the interrelation of epithelial and fibrous 
tissue growth ; February 10th, Professor G. C. Knight, 
Intestinal strangulation ; February 12th, Professor G. F. 
Rowbotham, A series of tumours of the skull ; February 17th, 
19th, and 21st, Dr. John Beattie, Temperature regulation. 
The lecture hour is 5 p.m. 


The course of lectures for 


Medical News 


Among the latest contributions to King Edward’s Hos- 
pital Fund for London is the sum of £1,000, being the 
annual subscription of His Majesty the King, Patron of 
the Fund. 

The annual meeting of the Royal Microscopical Society 
will be held at B.M.A. House, Tavistock Square, W.C., on 
Wednesday, January 15th, at 5.30 p.m., when Professor 
W. A. F. Balfour-Browne will deliver his presidential 
address on ‘‘ The Evolution of Social Life among the 
Insects.”’ 

A special general meeting of the British Institute of 
Radiology will be held at 32, Welbeck Street, W., on 
Thursday, January 16th, at 7.45 p.m., and will be fol- 
lowed by the usual monthly meeting at 8 p.m., when 
Dr. J. F. Brailsford will read a paper on “‘ Radiological 
Demonstration cf Developmental Abnormalities of the 
Skeleton.’”’ On Friday, January 17th, at 11 a.m., 
medical members are invited to visit the x-ray depart- 
ment at St. Mary’s Hospital, Paddington, W., and the 
medical committee and medical members will meet at 
3.30 p.m. and 5 p.m. respectively. 

At a meeting of the Pharmaceutical Society to be held 
on Tuesday, January 14th, at 8.30 p.m., at 17, Blooms- 
bury Square, W.C., Mr. H. Berry, B.Sc., vice-dean of the 
College of the Society, will give a lecture on “‘ Steriliza- 
tion Technique.’ The British Pharmacopoeia, 1932, by 
its introduction of detailed methods of sterilization for 
pharmaceutical preparations and tests for the sterility of 
the final product, has given rise to many difficulties and 
brought into prominence many problems. Much experi- 
ence has been gained, and with the promised introduction 
of an addendum to the Pharmacopoeia it is thought that 
a review of present knowledge may be profitable. 

Meetings of the Tuberculosis Association will be held 
at 26, Portland Place, W., on Friday, January 17th, 
when papers will be read, at 5.15 p.m., by Dr. Noel D. 
Bardswell, Dr. J. G. Johnstone, and Miss M. C. Marx, 
oa ‘ After-care of the Tuberculous in London,’’ and, 
at 8.30 p.m., by Dr. James Maxwell on “ Intestinal 
Tuberculosis.” 

Mr. J. H. Coste, chief chemist of the L.C.C., will read 
a paper on ‘‘ Recent Developments in Sewage Treatment 
and Disposal at the London County Council Works,’’ at 
a meeting of the Royal Sanitary Institute, 90, Buckingham 
Palace Road, S.W.1, on “uesday, January 14th, at 
5.30 p.m. 











The Fellowship of Medicine announces that a series of 
surgical tutorial classes, especially arranged for Final 
F.R.C.S. candidates, begins this week at the National 
Temperance Hospital on Tuesdays and Thursdays, at 
8.30 p.m. The afternoon dermatological course at St. 
John’s Hospital will be continued from February 3rd to 
27th. From February 8rd to 8th an all-day course in 
proctology will be given at St. Mark’s Hospital and in 
neurology at West End Hospital for Nervous Diseases. 
Other forthcoming courses include: chest diseases, at 
Brompton Hospital, February 10th to 15th ; gynaecology, 
at Chelsea Hospital for Women, February 16th to 22nd ; 
M.R.C.P. course, Tuesdays and Thursdays, at 8 p.m., at 
National Temperance Hospital, from February 25th to 
March 12th. Week-end courses will be held as follows: 
physical medicine, at St. John Clinic and Institute of 
Physical Medicine, February 8th and 9th; children’s 
diseases, at Princess Elizabeth of York Hospital, February 
22nd and 23rd ; chest diseases, at Brompton Hospital, 
March 7th and 8th ; and clinical surgery, at Royal Albert 
Dock Hospital, March 14th and 15th. Courses arranged 
by the Fellowship of Medicine (1, Wimpole Street, W.) 
are open only to members and associates. 

Dr. James Fenton, M.O.H. for Kensington, is sailing 
in the Arundel Castle to attend the first South African 
Health Congress, to be held at Capetown from February 
3rd _ to 8th. After the Congress he will visit various 
parts of the Union and African colonies, returning 
via Egypt and Palestine. Dr. Fenton is attending the 
Congress as chairman of the Royal Sanitary Institute ; he 
is also acting as delegate of the Royal College of Physicians 
of London and the Society of Medical Officers of Health. 

The Kaiser Wilhelm Society for the Advancement of 
Science celebrates the twenty-fifth anniversary of its 
foundation to-day (January 11th) at the Harnack House 
at Berlin-Dahlem, when addresses will be delivered by 
the president, Professor Max Planck, Professor Peter 
Debye, director of the Kaiser Wilhelm Institute for 
Physics, and Professor Leo Bruhns, director of the Science 
and Art Department of the Kaiser Wilhelm Institute 
for Art and Science. 

The Practitioner for January deals for the most part 
with winter ailments—influenza, the common cold and its 
complications, acute sore throat, chronic cough in chil- 
dren, lobar pneumonia, the effects of winter on chronic 
rheumatic conditions, and winter dermatoses. 

The October to December issue of the Epidemiological 
Report of the Health Section of the League of Nations 
is devoted to poliomyelitis. 

A telegram has been received in London from Dr. 
Melly, leader of the British Ambulance Service in 
Ethiopia, to say that this is the chief Red Cross unit for 
the Northern Armies in Abyssinia, and is now established 
at Dessie. The unit was originally planned for work in 
the Ogaden, but at the express wish of the Emperor has 
gone to the northern war zone. This change has incurred 
heavy additional expenditure. Donations may be sent to 
Sir Arthur Stanley, British Red Cross Society, 14, 
Grosvenor Crescent, S.W.1. 

The surgical clinic of Bologna has been transferred to 
Adowa in Abyssinia under a director, accompanied by 
eighteen assistants and numerous volunteer nurses. 


A message from the League correspondent of the Times 
at Geneva states that Lord Astor has accepted the 
invitation to act as chairman of the Joint Committee of 
Agricultural, Economic, and Health Experts, which has 
been constituted in accordance with a resolution passed 
by the League Assembly last September. The committe 
will study the problem of nutrition in relation to public 
health, and the effect of improved nutrition on the con- 
sumption of agricultural products. 


We have to announce with deep regret, at the moment 
of going to press, the death of Dr. Ronald George Canti, 
clinical pathologist to St. Bartholomew's Hospital and 
bacteriologist to the City of London, whose wonderful 
microphotographic films had made his name familiar to 
the whole profession. 


Ants cama te 
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Letters, Notes, and Answers 


All communications in regard to editorial business should be addressed 
to The EDITOR, British Medical Journal, B.M.A. House, Tavistock 
Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice to 
be taken of their communications should authenticate them with 
their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the British 
Medical Journal must communicate with the Financial Secretary 


and Business Manager, British Medical Association House, Tavi- 
stock Square, W.C.1, on receipt of proofs. Authors over-seas 
should indicate on MSS, if reprints are required, as proofs are 


not sent abroad. 
All communications with reference to ADVERTISEMENTS, as well 
for copies of the Ji should be to the 
Financial Secretary and Business Manager. 


is. orders addressed 


) 
irra, 


The TELEPHONE NUMBER of the British Medical Association and 
the British Medical Journal is EUSTON 2111 (internal exchange, 
five ines). 


are 


lhe TELEGRAPHIC ADDRESSES Bee 
EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 





Westcent, London. 
FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London. 
MEDICAL SECRETARY, Medisecra Westcent, London. 
Th iddress_ of , M.A. Scottish Office 
Gardens, Edinburgh (telegrams Associate, 
phone: 24361 Edinburgh), and of the Office 
State Medical Union (I.M.A. and B.M 





Dublin (telegrams: 


QUERIES AND ANSWERS 


Coaching for First M.B. 


“A. B.”’ asks: Can anyone give information as to whether 
there are in existence ‘‘ coach classes ’’ for students gcing 
up for the First M.B. examinations such as there are tor 
the Fellowship examination? Public schools do not appear 
to cater for this examination, and parents might consider 
the advisability cf sending their sons to such classes for 
the special purpose of the examination. 

Elimination of Fruit Acids 
“A R.’’ (Ceylon) asks whether the acids in such fruits as 


oranges and limes turn to citrates in the body, and in the 


process of elimination in the urine tend to render it some- 
what alkaline. 
Priapism after Pruritus Ani 
Idr. CuyeEvers (Manchester) writes in answer to the query re 
priapism (Journal, December 21st, 1935, p. 1240): Intensive 
ind prolonged treatment, general and local, for the rheu- 
matic diathesis might be effective. 
Income Tax 
Replacement of Car: Private Use 
‘*G.P.”’ has in the past claimed £115 for the expense of 
running a car, which has been allowed subject to a deduc 
tion of £20 a vear for private use. No depreciation claim 
s made, and he is now claiming £169 in respect of cost 
replacement of the car. The inspector of taxes desires 
to exclude £24 of the £169 as relating to private use. 
** The question is really one of fact—that is, was £20 
nnu ent to cover the whole of the cost attribut- 
ie to private use innual depreciation as well as running 
st?) Probably our correspondent has nothing from which 
| can prove the inclusion of depreciation as an element 
the £20. In that case the inspector of taxes has the 
rather strong ground that as a proportion of the running 
t mt excluded the same principle must be followed 
regards er costs, including replacement cost. 
17 ine y Car 
F. G.’’ purchased a new car in 1927 for £325 (depreciated 
lue [) r, 1934, £51) and sold it in 1935 for £9%, 
ving at r car for £288. What should he claim? 
we) hey le ce allowance £51 £30 £21, which 
KS as 1 expense f the vear 1935, and therefore atfects 
e tax pay for 1936-7 ; and (b) depreciation for 1936-7 
on £288. 
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LETTERS, NOTES, ETC. 


New Year Honours: Addendum 


The name of Mr. Robert McLean Gibson, F.R.C.S., who 
receives the M.B.E. (Civil Division), was omitted from the 
New Year Honours List published in our last issue at 
page 26. 

Urine as a Remedy 

Dr. I’, Parkes WeBerR writes: I am much interested in the 
confirmatory statement of Dr. E. Idris Jones and Dr. C, y 
Mackay’s reference to the late Colonel Lawrence’s Seven 
Pillars of Wisdom regarding the possible therapeutic use 
of fresh, warm urine. One need scarcely refer to the use 
of urine in physiological and pathological studies of the sex 
hormones, as illustrated by the Aschheim-Zondek test, ete. 
Many more discoveries of importance of an analogous kind 
are likely to be made by the help of urine and the sub. 
stances excreted in it. It is also worth recalling that human 
urine once had a definite commercial and industrial value. 
Among some coins and coin-like tokens which I gave to 
the British Museum in 1906 was a seventeenth or eighteenth 
century copper piece, evidently a kind of check for the 
receipt of a certain quantity of human urine, which was 
used by fullers and for dyeing. I have heard that in China 
a visitor, after being entertained to tea, used, before leaving 
the house, to micturate in a vessel, so that his urine could 
be employed by his host’s household for some such purpose 
as dyeing. The urine of pregnant women was not long ago 
sold by a large maternitv hospital for the manufacture of 
prolan. 


Dr. T. Geratp GARRY writes from Cairo: I have been inter- 
ested in Dr. Parkes Weber's remarks concerning urine as 


a therapeutic agent (December 14th, 1935, p. 1179). Urine 
is still very commonly used in folk-medicine—for instance, 
the Australian natives use the urine of the opposite sex as 
a cure for sickness. In Ancient Egypt the excrements of 
animals 


were regarded as very important therapeutic 
remedies. Indeed, many of the ancient remedies are 
employed by the Arabs at the present day with equal 


success. This refers especially to urine, which is believed 
to possess special virtues in the case of many disease con- 
ditions. In this connexion it is of peculiar interest to 
mention that the fellaheen have a proverb handed down 
from remote antiquity which is frequently used to express 
their superlative idea of meanness, by referring to a man 

a mean that he would not micturate on the sick 


as SO 
friend.’’ 


finger of a 


A County Dental Journal 
We have received a copy of the first issue of the West Riding 
Dental Journal. This is an ambitious and indeed courageous 
enterprise on the part of the West Riding dental staff.~ So 
far as we know it is the first of its kind in the country. 
Already it must fulfil an undoubted need, and it seems 
probable that in the future it will tind an even wider sphere 
of usefulness. No. 1 includes a series of abstracts from the 
reports of other county authorities and from the various 
dental journals. Almost every aspect of modern dentistry, 
from propaganda to pulpotomy, is touched upon. Some 
amusing figures are included on the use of the toothbrush 
in Germany. In the future it is hoped to include articles 
by members of the dental staff of the West Riding on 
administrative and clinical matters, and there is room, too, 


for communications from doctors, teachers, county council- 
lors, and, in fact, almost anvone who has an interest in 
public dentistry. We wish this venture the success it 


deserves. 
Plaster Technique 


We have received handbook 


a copy of Cellona Technique, a 


published by the makers of ‘‘ cellona’’  plaster-of-Paris 
bandages (T. J. Smith and Nephew Limited, Neptune 
Street, Hull). After an interesting historical survey of 
the treatment of fractures the detailed technique of plaster 


preparation and fixation is described. The work follows 
the teaching of Boéhler, and concludes with a nete oa 
veterinary technique. It is well documented and _ profusely, 
illustrated. 





Vacancies 

Notifications of offices vacant in universities, medical colleges, 
and of vacant resident and other appointments at hi spitals, 
will be found at pages 54, 55, 56, 57, 60, and 61 of our 
advertisement columns, and advertisements as to partnez- 
ships, assistantships, and locumtenencies at pages 58 and 59. 
A short summary of vacant posts notified in the advertise- 

ment columns appears in the Supplement at page 20. 
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